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Background: There is evidence that a woman who receives continuous labour 
support from a companion of her choice can have shorter labour duration, is likely to 
give birth without medical interventions, and report a satisfying childbirth experience. 
These outcomes result from the beneficial effects of emotional and practical support 
from the woman’s chosen companion, and care provided by health providers. When a 
woman’s chosen companion is her male partner, in addition to the above benefits, his 
presence can promote his bonding with the baby, and shared parenthood. However, 
in low-and-middle income countries (LMICs), little is known about the extent to which, 
and the factors affecting whether health facilities in Rwanda facilitate a woman’s 
choice to have her male partner attend childbirth.   
Methods: A series of systematic reviews and an exploratory study, informed by 
Aaron’s conceptual model of stages and factors affecting implementation of practice 
change, were undertaken. The primary research involved two phases. Phase One 
focused on designing two questionnaires, the Male Partners’ Attendance at Childbirth-
Questionnaire for Heads of Maternity Units (MPAC-QHMUs), and the Male Partners’ 
Attendance at Childbirth-Questionnaire of Maternity Staff (MPAC-QMS). The content 
and face validity of the two questionnaires were assessed in a three-round modified 
Delphi study. In Phase Two, a pilot survey of health facilities and maternity staff in 
Rwanda was undertaken: 
 to explore the acceptability and feasibility of using the MPAC-QHMUs and 
MPAC-QMS,  
 to obtain preliminary data about facilities’ current practice of facilitating a 
woman’s male partner to attend childbirth when it is her choice, and contextual 
factors affecting this practice in Rwandan health facilities.  
Results: The review work identified individual, sociocultural, and health system factors 
influencing whether or not male partners from LMICs are facilitated to attend childbirth 
when it is the woman’s choice. 
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The finalised MPAC-QHMUs and MPAC-QMS included items which garnered over 
80% content relevance according to the experts’ rating. Of 18 facilities from Kigali, 
Rwanda invited to participate in the pilot study, 14, comprising seven public and seven 
private facilities, agreed to participate. Of 232 copies of the MPAC-QMS distributed to 
maternity staff at the 14 health facilities, 203 were returned, giving a response rate of 
88%. The majority of facilities permitted the woman’s male partner to stay with her 
throughout childbirth. Lack of protocols and/or guidelines about birth companionship, 
and limited staff training were identified as major barriers to male partners’ attendance 
at childbirth. As for the facilitators, maternity staff were generally enthusiastic about 
encouraging male partners’ attendance at childbirth and reported positive views on the 
acceptability and feasibility of allowing male partners’ attendance at childbirth. 
Conclusion: This thesis provides preliminary information about current practice and 
factors influencing the implementation of male partners’ attendance at childbirth if it is 
the women’s choice in Rwandan health facilities. A large-scale survey incorporating 
facilities  across Rwanda is needed. This can contribute to national estimates about 
the current status of birth companionship policies, practices, and factors influencing 
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My experience whilst attending the birth of my eldest daughter inspired me to have an 
interest in male involvement in maternal health; mainly during, and after childbirth. 
Initially, I planned to examine if male partners’ attendance at childbirth might enhance 
family planning uptake and promotion of men’s engagement in post-delivery care in 
Rwanda. However, the idea changed when I scoped the available literature about male 
partners’ attendance at childbirth when I started my PhD journey. Following an initial 
search of available literature, I found gaps in the evidence about how health facilities 
in Rwanda enable the woman to make choices of birth companions to support her 
during labour and birth. The research presented in this thesis  aligns with current 
research priorities about enhancing the quality of maternal and neonatal care provision 
at the regional, continental, and global levels; mainly the promotion of the woman’s 
choice of a birth companion during childbirth (Ali et al., 2018), encouragement of male 
partners’ participation before, during, and after childbirth (Ali et al., 2018, Soltani et al., 
2016), and men’s experiences of attending childbirth in low resource settings of 
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CHAPTER ONE: BACKGROUND 
Dignified and respectful maternity care, respecting woman’s preferences, including the 
choice of a companion to support her throughout labour and birth, is a fundamental 
right woman are entitled to during childbirth (WHO, 2018). Unfortunately, research 
shows that most health facilities, particularly in low-and-middle income countries 
(LMICs), deny women this right (Bohren et al., 2015), which hinders the goal of 
improving the quality of care given to women and their families during childbirth.  
An observational study on birth companionship in East and Southern African countries 
reported that 57% of public health facilities in Rwanda encouraged women to have a 
support person during childbirth (Rosen et al., 2015).  This study did not report who 
the public facilities allowed to be with the women during childbirth, among, for instance, 
her male partner, female relatives, or friends. Due to the lack of this information, it is 
not known whether it is acceptable and feasible for Rwandan health facilities to allow 
a woman’s male partner to attend if this is her preferred choice. However, in a large-
scale multinational survey about male involvement in gender equality that included 
1,801 men from Rwanda, 11% reported that they were present in the delivery room 
during the birth of their last baby, 40% were elsewhere at the premises, and 49% were 
not present (Barker et al., 2011). Although there is an indication that some men in 
Rwanda can attend childbirth, there are gaps of information about the facilities’ 
practices regarding facilitation of male partners’ attendance at childbirth. In addition, it 
is not known for men who attended childbirth whether it was the women’s choice or 
the health providers’ decision. Therefore, this thesis explores current practice and 
factors affecting male partners’ attendance at childbirth in Rwandan health facilities. 
To achieve this overall aim, a series of systematic reviews, questionnaire 
development, and a pilot descriptive pilot survey were conducted. In the next section, 
an outline of each chapter included in this thesis is given. 
1.1. Overall structure of the thesis 
Chapter one introduces the thesis. Section 1.1 gives an outline of the whole thesis. 
Section 1.2 sets the scene for the thesis explaining why the topic under study was 
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needed. In section 1.3, key concepts underpinning this thesis are defined. Section 1.4 
discusses birth companionship including the benefits and impacts for a woman of 
having a companion of her choice during childbirth. Birth companionship is discussed 
from the perspectives of women’s choices, policy, and factors affecting implementation 
of this intervention. Section 1.5 provides contextual information about Rwanda, where 
the primary research was conducted.  
Chapter two reviews available literature about male partners’ attendance at childbirth. 
It is divided into three sections. Section 2.1 provides rationale, methods, and the 
findings of an overview of relevant systematic reviews published about male partners’ 
attendance at childbirth. Section 2.2 proceeds with a detailed presentation of a 
systematic review that explored male partners’ attendance at childbirth in LMICs and 
identify factors influencing whether or not male partners from these countries attend 
childbirth. Section 2.3 summarises the findings from the two reviews and highlight 
research gaps. 
Chapter three presents an overview of the methodology that guided the empirical work 
carried out as part of this thesis. The chapter starts with a preview of the research 
gaps and the research questions addressed by the thesis. Section 3.1 proceeds with 
an outline of the primary research undertaken to answer proposed research questions. 
Section 3.3 provides a brief outline the overall research design that guided the conduct 
of primary research. 
Chapter four reports the development and content validity of two questionnaires that 
were designed to be used in collecting data about current practice, moderators, and 
health providers’ attitudes regarding the acceptability and feasibility of male partners’ 
attendance at childbirth in Rwandan health facilities. Section 4.1 reports the methods 
and the results of a review of pre-existing tools relevant to fathers’ attendance at 
childbirth. Section 4.2 focuses on the development of two questionnaires. Section 4.3 
discusses the methods and the results of a Delphi consensus study conducted to 
assess the clarity and relevance of the two newly developed questionnaires.  
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Chapter five presents the conceptual model that informed the thesis. Section 5.1 
introduces and describes Aaron’s Conceptual Model of Evidence-Based Practice 
Implementation. Section 5.2 provides an overview of the theoretical frameworks and 
models applied to implementation research and further provides a rationale to why the 
conceptual model that underpinned this study was drawn from the implementation 
research field. Section 5.3 discusses the conceptual model of the implementation 
phases and factors affecting implementation in public services which informed this 
study. In this section, the outcomes of the mapping of developed items to the 
conceptual model as well as the role of the selected conceptual model in designing 
the questionnaires that were used during the primary research is discussed.  
Chapter six focuses on the descriptive pilot survey conducted in Rwandan health 
facilities. Section 6.1 describes the methodological steps that guided this survey study. 
Section 6.2 reports the findings of the acceptability and feasibility of using the two 
questionnaires, one administered to the Heads of Maternity Units, and the other to 
maternity staff from 14 health facilities within Kigali City, Rwanda. The section also 
presents the preliminary research answering the research questions that guided the 
conduct of the primary study.  
Chapter seven discusses the findings of the thesis. Section 7.1 summarises the major 
findings that emerged from this thesis. Section 7.2 discusses the results of Phase One 
and Phase Two studies. Section 7.3 discusses the strengths and limitations Phase 
One and Phase Two studies, and section 7.4 concludes the thesis by highlighting the 
contribution of this thesis. The section further reports practice, policy, research 
implications of this thesis. 
1.2. Setting the scene 
Childbirth is a critical period for women and their families that requires humane, social, 
and clinical support to unfold safely. Childbirth, though often a joyful event, comes 
after painful labour and birth, with women having clinical and qualitatively different 
experiences depending on how it evolves (Whitburn et al., 2017, Olza et al., 2018). 
During this period, a woman needs support from health providers and a companion of 
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her choice to optimize her birth experience (Walsh et al., 2007, Bohren et al., 2017). 
A recent Cochrane review of 26 trials from middle- and high-income countries found 
low quality evidence that, compared to women without continuous labour support, 
women who received continuous labour support had shorter labour duration, were 
more likely to have a spontaneous vaginal birth, and a satisfying childbirth experience 
(Bohren et al., 2017). Key elements of labour support encompassed continual 
presence, reassurance, praise, information about labour progress, advice about 
coping techniques, comfort measures, and advocacy (Bohren et al., 2017). However, 
the Cochrane review combined studies in which labour support was provided by 
different people (e.g., hospital staff, doulas, female relatives, friends, and male 
partners), and therefore we do not know the relative effectiveness of support, for 
example by the woman’s male partner compared to support by female companions. 
Moreover, there were no trials from low resource settings included in this Cochrane 
review; hence further research is needed to bridge this gap.  
Currently, birth companionship is promoted as one of the key drivers of respectful and 
humanised maternity care (Behruzi, 2011, Miller et al., 2016). The World Health 
Organization (WHO) acknowledges a woman’s right to have a birth companion of her 
choice and calls  on health facilities to enable all expectant women to benefit from this 
right whenever possible (WHO, 2013, Leslie and Storton, 2007, WHO, 2002, WHO, 
2015, WHO, 2018). Birth companions range from doulas, female birth companions 
including mothers, sisters, mothers-in-law, other female relatives, female friends, and 
traditional birth attendants (WHO, 2018), as well as husbands/male partners (King, 
2017, Linn et al., 2012). Despite the WHO call, there is still limited published evidence 
about the practicalities of promoting birth companionship in health facilities of low- and 
middle-income countries (LMICs) depending on who the woman may opt to be with 
during childbirth. 
In some western societies such as New Zealand, UK, Sweden, and USA,  it has 
become commonplace  for male partners to stay with their female counterparts during 
labour and/or birth (Bryder, 2015, King, 2017, Premberg and Lundgren, 2006, Wallis, 
2013, Peel, 1970). In the context of LMICs including Rwanda; male partners’ 
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attendance at childbirth is a recent development and it may be culturally uncommon 
for facilities to facilitate the woman’s choice of staying with her male partner during 
labour and/or birth. However, there is a dearth of evidence about the current situation 
regarding health facilities’ implementation of male partners’ attendance at childbirth if 
the woman chooses that and the feasibility of this practice in Rwanda. This thesis 
presents research undertaken to bridge these gaps in evidence. 
1.3. Definition of key terms  
The concept of male partners’ attendance at childbirth has been investigated in the 
research literature from a range of perspectives including social, cultural, clinical, 
psychological, and human rights. Thus, there are inconsistences in the choice of term 
to use while examining men’s attendance at childbirth from the perspective of 
continuous labour support. Therefore, terms like father, male partner, and male 
partners’ attendance at childbirth, and birth companion are defined and a summary of 
how they are used in this thesis. In addition, other terms underpinning the topic for this 
thesis are defined. 
1.3.1. Father 
The term ‘father’ refers to legal, or cohabiting male partners, and male friends who 
may assume parental, legal, and social relationship with the child that carries with it 
some rights and obligations (Burgess and Goldman, 2018). There are different types 
of fathers as defined in Figure 1.1 below: 
Figure1.1: Type of fathers (Burgess and Goldman, 2018) 
 Biological father: Male genetic contributor to the conception of the infant 
either through sexual intercourse or sperm donation. 
 Putative father: A man whose the biological relationship to a child is alleged 
but not established. 
 Adoptive father: A male parent to the child through the legal process of 
adoption. 
 Stepfather: A male who is the husband of a child’s mother in a family unit, 
but who does not necessarily have legal rights and responsibilities of a parent 
in relation to the child.  
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As shown in this figure, the term ‘father’ denotes a man in relation to the child or 
children not to his relationship with the woman; hence its use may not be appropriate 
in the context of birth companionship. For this reason, the term ‘male partner’ was 
chosen because it is more inclusive and denotes a man in relation to the labouring 
woman.   It includes any legal and cohabiting husband and/or spouse, partner, or friend 
within the context of continuous labour support. In this thesis, both father and male 
partner are used. The term ‘father’ is used in chapter two because most of the literature 
about men’s participation in childbirth uses it. Moreover, in drafting the initial pool of 
items for the two questionnaires presented in chapter four, the term ‘father’ was used 
but was later changed following the recommendations of the Delphi panel members 
that the word ‘father’ might be confusing.  
1.3.2. Male partners’ attendance at childbirth 
Male partners’ attendance at childbirth in this thesis is defined as male partners 
accompanying the woman to the health facility and being physically present and 
accessible to the woman at any stage of childbirth. The phrase ‘male partners 
attendance at childbirth’ is used throughout this thesis except in chapter two and some 
sections of chapter four in which the term ‘father(s)’ attendance was used for the 
reasons mentioned in the 1.3.1. 
1.3.3. Birth companion 
Birth companionship practices may vary across settings and therefore terms used to 
define the person offering birth companionship include labour companion, birth 
partner, companion of choice, and labour coach (Afulani et al., 2018, Bohren et al., 
2019, Bohren et al., 2017). In the context of Rwanda, a birth companion is anyone the 
woman chooses to keep her company and support her during labour, birth, and in the 
period after the birth of the baby before discharge. The chosen  companion can provide 
her with emotional and physical support and further keeps her comfortable and calm 
(Bohren et al., 2017). He/she should be someone the woman trusts; someone who 
can intercede for her rights if she cannot (Bohren et al., 2017). Birth companions may 
assume a number of roles as summarised in figure 1.2. 
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Figure 1.2: Roles assumed by birth companions as suggested by the World 
Health Organization, Department of Making Pregnancy Safer (WHO-DMPS, 
2010). 
 Arrange for transport to the health facility 
 Assist the woman to prepare the hospital bag; 
 Ask the woman what she wants him/her to do; 
 Be there for the woman; 
 Encourage and help the woman to eat during labour 
 Encourage the woman to move around and change into comfortable positions to 
enable her cope with labour contractions; 
 Help the woman to relax by assisting her with breathing exercises; 
 Ensure the woman’s privacy is not breached; 
 Ensure the woman is treated with dignity; 
 Ensure the woman is receiving culturally appropriate care. 
When allowed to stay with the woman, the birth companion should not do the following: 
 Give advice other than that given by the healthcare providers; 
 Keep the woman in bed if she wants to move around; 
 Administer any local herbs or any other traditional or local medicinal 
concoctions; 
 Say harsh or discouraging words to the woman during labour; 
 Leave the woman alone without anyone with her (WHO-DMPS, 2010). 
1.3.4. Labour and birth rooms 
In some settings, a woman may stay in the same room for labour, and birth 
(Lowdermilk et al., 2019). However, in others, including Rwandan hospitals, there are 
separate rooms for labour and delivery. Below definitions of labour and delivery rooms 
are given referring to the Rwandan context. 
i) Labour room  
Labour room refers to a room in the maternity unit where a woman stays during the 





ii) Delivery room 
In this thesis, delivery room is defined as a room in the maternity unit with all necessary 
obstetric equipment and other amenities for the woman to give birth. 
1.3.5. High-Income, Middle-Income, and Low-Income Countries 
These terms are defined in reference to the World Bank’s country and lending groups 
(WB, 2016). Low-income countries refer to countries whose Gross National Income 
(GNI) per capita is less than $ 1,045 per year. Middle income countries have a GNI 
between $1045 and $12,236. High income countries have GNI over $12,236. These 
terms are defined from an economic perspective. 
1.4. Birth companionship practice: why does it matter? 
Worldwide, a high number of women give birth in health facilities where they benefit 
from skilled birth care (UNICEF, 2016). However, there are still barriers that affect the 
quality of care women receive during their stay in maternity wards (Munabi‐Babigumira 
et al., 2017). Issues affecting the quality of childbirth care include disrespectful and 
undignified treatment by health care providers, violation of human rights, and health 
providers’ control of the birthing process that at times may lead to unnecessary 
medical interventions (WHO, 2018, Rosen et al., 2015, Bohren et al., 2015). To 
enhance the quality of care provided to the woman during childbirth, the WHO 
underlines that experience of care is as important as clinical care in achieving desired 
person-centred outcomes (Tunçalp et al., 2015). The WHO recommends that there is 
a need to develop or revise national guidelines or protocols to enable women to benefit 
from birth companionship during labour and/or birth (WHO-RHL, 2018, WHO-RHL, 
2015). Enabling the woman to be with her chosen birth companion can enhance the 
woman’s experience of childbirth by facilitating her access to emotional support from 
someone familiar and trustful to her (Bohren et al., 2017).  A birth companion of the 
woman’s choice can foster clear and respectful communication between healthcare 
providers and the woman in labour (WHO, 2016). As a result of this healthy interaction 
between the birth companion and the health providers, the woman may receive prompt 
care in case of emergencies during childbirth; thereby saving the lives of both the 
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mother and baby (WHO, 2016). The woman’s chosen birth companion may safeguard 
the woman against any mistreatment and neglect by healthcare providers through 
advocating for her to receive adequate care during childbirth (Vogel et al., 2016). 
1.4.1. Benefits of having a companion of choice for the expectant woman 
Studies conducted in some settings in Brazil, Australia, China, and Jordan reported 
that some women who had a birth companion felt secure, and empowered to 
communicate their needs, and were satisfied with their overall birth experience (Vaz, 
2014, Dunne, 2012, Vivian WH CHUNG, abd El-Razek, 2012). A survey that involved 
42 women from one public hospital in Brazil indicated that the companion’s presence 
was associated with increased physical support to women during labour (Paolla 
Amorim Malheiros Dulfe, 2016). One mixed methods systematic review that examined 
the implementation of birth companionship globally (Kabakian-Khasholian and 
Portela, 2017) suggested that the presence of birth companions in health facilities in 
LMICs may reduce the mother’s dependency on overloaded staff. A qualitative study 
conducted in Aceh, Indonesia reported that birth companions were used as assistants 
to health providers to address staff shortage and cover the inconsistency  in staff 
attendance to labouring women (Doria et al., 2019). Another qualitative study 
conducted in three Arab countries (Lebanon, Egypt, and Syria) reported that women 
felt dignified and strong in the presence  of birth companions (Kabakian-Khasholian et 
al., 2019).  
Women can choose to be supported by a female birth companion. It has been 
suggested that female companions may support a woman to adopt a comfortable 
position and assist breastfeeding during the immediate post-birth period (Yuenyong et 
al., 2011, Maimbolwa et al., 2001, Kungwimba et al., 2013). In some LMICs, female 
companions’ presence may encourage the mother’s mobility during labour (Pascali‐
Bonaro and Kroeger, 2004). Three experimental studies concluded that women who 
received support from female companions felt comfortable and reported a satisfying 
childbirth experience compared to women who had no companions(Abramovitz, 2011, 
Madi et al., 1999, Yuenyong et al., 2012). A survey from  Sri Lanka reported that most 
women felt that the presence of a female companion provided moral support, 76.2% 
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said that female presence improved care by health workers, and 61.9% (n=39)  felt 
encouraged to initiate breastfeeding by their female companions (Senanayake et al., 
2017). 
While birth companions can be supportive to  the women during labour, some studies 
from Africa reported that some female companions of the woman’s choice were 
unsupportive. In Malawi, some women reported that they were denied food and fluids 
by their companions and were not taken to the toilet (Kungwimba et al., 2013). In 
Zambia, some women feared  that their female companions may disclose their 
behaviours during labour to others in the community (Maimbolwa et al., 2001).  
Healthcare providers reported that some attending women could encourage mothers 
to take harmful herbs (Maimbolwa et al., 2001, Afulani et al., 2018). In Egypt, 
healthcare providers perceived that female companions may cause crowding in the 
labour units and get in their way (Nagwa Ibrahim Mustafa Elfeshawy, 2015).  However, 
the benefits of having a female companion were examined within specific cultural 
settings where male partners are discouraged from involvement in childbirth. Hence, 
some of the highlighted negative outcomes may equally apply to male partners.  
So far, this section has dealt with benefits for a woman if she has a birth companion 
in general. The next section moves on to provide an account of advantages and 
disadvantages of male partners’ support.  
1.4.2. Benefits for a woman to have her male partner present at labour  
There is an increasing trend for male partners to be the companion of choice by 
women in high income settings and a few LMICs (Hoga et al., 2013, Longworth et al., 
2015). Women who choose  their male partners as companions have reported they 
gained reassurance, emotional support, and encouragement to endure labour  
(Dunne, 2012, Kabakian-Khasholian and Portela, 2017, Ip, 2000). It has been  
suggested that male partners’ presence during labour may increase a woman’s feeling 
of safety and reduce anxieties (Dodou et al., 2014, D'Aliesio et al., 2009). Two studies 
involving male partners as birth companions reported that practical  acts such as 
holding their partners’ hands, massage, offering fluids, and fanning them may alleviate 
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physical discomfort (Dunne, 2012, Dodou et al., 2014). One metasynthesis reported 
that men who were present at labour thought that their support for their partners 
improved the couple’s relationship (Hoga et al., 2013). Research suggested that male 
partners’ attendance may have positively affected men’s parenthood responsibilities 
and strengthened father-child bonding (Najafi et al., 2017, Kaila-Behm and 
Vehviläinen-Julkunen, 2000). However, these findings may not be generalised to other 
settings due to cultural differences.  
Notwithstanding the reported positive effects in the previous paragraph, male partners 
can be associated with negative impacts. When male partners attend childbirth without 
prior preparation, their distress may impact negatively on the woman’s  labour 
progress (Dodou et al., 2014, Johnson, 2002b, Maher, 2004, Dunne et al., 2014, Najafi 
et al., 2017). Male partners’ feelings of helplessness over their partners’ labour pains 
may compromise their ability to support their partner (Johnson, 2002b). In a study 
undertaken in Hong Kong, male partners’ attendance at labour was suggested to 
increase the administration of  pain relief among some women (Yim, 1997).  However, 
the study did not account for confounding factors, such as current pregnancy, 
childbirth preparation, and the individual woman’s capacity to cope with her labour 
(Steel et al., 2015),  in these births that might have made childbirth more medicalised.  
1.4.3. Factors affecting the woman’s opportunity to have a birth companion of 
her choice 
Kabakian-Khasholian and Portela (2017) identified factors affecting the 
implementation of birth companionship in both (HICs) and LMICs including privacy, 
shortage of staff, lack of resources to prepare companions, sociocultural norms, and 
healthcare providers’ refusal to accept the woman’s support person to be with her 
during childbirth. Although this review had thirteen studies from LMICs, it did not 
provide a comprehensive account of factors determining male partners’ attendance 
and how common these factors appeared in different regions of these countries. 
Furthermore, the review did not deal with the influence of organisational policies on 
the implementation of birth companions. 
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1.4.4. Perspectives from policy of birth companionship implementation 
Childbirth policies may significantly affect, and in some instances dictate, the woman’s 
choice of a birth companion. Some countries have national guidelines or policies on 
birth companions. For example, in the United Kingdom, the Royal College of Midwives 
(RCM) acknowledges a woman’s right to a birth supporter of her choice (Munro, 2012). 
In Canada, in 2007, 80% (n=259) of hospitals had a policy encouraging the presence 
of the woman’s partner and other birth supporters during childbirth (Levitt et al., 2011). 
In most Latin American and Caribbean regions, countries have a national policy, 
regulations, and institutional protocols about birth companionship (De Mucio et al., 
2020).  In Kenya, the recently developed National Guidelines for Quality Obstetrics 
and Perinatal care stipulates that during the first stage of labour, women should be 
encouraged to have their chosen companions with them and in the second stage of 
labour, health providers should allow the woman’s birth companion and her male 
partner to stay with her in the birth room (Afulani et al., 2018).  
Due to the physical configuration of maternity wards that may compromise women’s 
privacy, in Sri-Lanka, India, and Belize they have recently adopted policies 
encouraging women who give birth in public hospitals to have female companions 
(Senanayake et al., 2017, Ministry of Health, 20117, Belize, 2009, Ministry of Health, 
2017). In countries with no national policy, health facilities may have internal guidelines 
regulating birth companionship. For example, in the majority of Croatian hospitals, 
women are only permitted to be with their male partners during the 2nd stage of labour 
(RODA, 2015). In Serbia and Jordan, women are limited in their choice of a birth 
companion because public hospitals only allow male partners’ presence (Stankovic, 
2013, Stankovic, 2017, Chunuan et al., 2007). Contrary to most countries, Tanzania 
released a policy statement in 2016, banning male partners from accessing the labour 
wards (Murori, 2016). Nevertheless, a recent survey from health facilities from Kigoma 
region in Tanzania reported that 11.6% of women participants had their husbands as 
birth companions (Dynes et al., 2019). However, this study did not provide further 
details to explain why these facilities implemented what contravened the Tanzanian’s 
government policy. In Thailand, public hospitals’ policies do not permit any relatives to 
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attend the woman during labour and birth  (Chunuan et al., 2004), however private 
hospitals are flexible to the  presence of the woman’s family members even if it incurs 
additional costs (Chunuan et al., 2004).  
In summary, many countries do not have publicly accessible policies about birth 
companionship. However, this does not mean that guidelines are unavailable or that 
individual hospitals have no internal documents about birth companionship. There is 
a gap in knowledge regarding how hospital policies from different settings 
acknowledge the woman’s right of a birth companion. 
1.4.5. Women’s preferred choices of birth companions  
Women’s choices vary depending on factors such as personal attributes of the 
companion (Chalmers and Porter, 2001); prior experience, and the degree of 
closeness with the chosen companion (Lunda, 2017), a companion’s  ability to support 
and share the birth experience with her, and cultural influences (Price et al., 2007).  
Selin and Kendall (2009) discussed birth companionship practices across different 
countries. They suggested that in some Arabic countries, a female family member was 
preferred as a coach during labour (Selin and Kendall, 2009). In Cambodia, the 
woman’s family may decide if her male partner can attend childbirth (Selin and 
Kendall, 2009). In some West Indian countries (Trinidad, Jamaica, and Barbados), a 
female relative or friend are preferred for companions and the husband is not present 
at labour or birth (Selin and Kendall, 2009).  
As birth companionship practice evolves, there are changes in who women choose to 
accompany them during childbirth. A recent metasynthesis that involved 425 women 
in 12 studies reported that  husbands were the preferred choice for some women 
(Lunda, 2017). Other women preferred female relatives and others preferred someone 
not related to them (Lunda, 2017). Available wide scale estimates show that in some 
European countries, between 57% and 95% of women are supported by their male 
partners during childbirth (WHO, 2007). High male partner attendance in some HICs 
may be attributed to societal and economic changes  that impacted the family 
structure, gender ideological shift, and change from predominantly home births to 
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hospital  births (Linn et al., 2012). Due to isolation felt by women in the maternity ward, 
some women started requesting the presence of  male partners at childbirth from the 
1970s (Linn et al., 2012, Linn et al., 2015).  
In some African and Asian settings, many women may prefer a lay female birth 
companion. Studies from Sri-Lanka, Botswana, and some Arab settings reported that 
a high number of women preferred female companions (Nagwa Ibrahim Mustafa 
Elfeshawy, 2015, Kabakian-Khasholian et al., 2015, Senanayake et al., 2014, Madi et 
al., 1999). In some LMICs, evidence from individual studies from  Ethiopia (Addisalem, 
2014), Myanmar (Ampt et al., 2015, Wai et al., 2015), Guatemala (Carter, 2002), El-
Salvador (Carter and Speizer, 2005), China (He et al., 2015), India (Singh and Ram, 
2009),  Nigeria (Iliyasu et al., 2010, Oboro et al., 2011), and Brazil (Diniz et al., 2014, 
Bruggemann et al., 2007) reported that male partners’ attendance ranged between 
16% and 87%. However, in some instances, the reported percentages only reflected 
the proportion of men who accompanied their female partners to the place of birth but 
did not stay to support them. In addition to this variability in what studies considered 
as male partners’ attendance at childbirth, data was from small sample sizes and 
cannot be generalised to countries where the studies were conducted. Therefore, 
large-scale studies are needed to obtain representative estimates on male partner’s 
attendance at childbirth when it is the woman’s choice, and factors affecting this 
practice in LMICs.  
1.4.6. The evolution of male partners’ participation in the birth process 
Nowadays, male partners’ presence at childbirth can be a cultural norm in some high-
income countries. However, the early implementation of this practice in hospitals was 
not welcomed. For instance,  in the United States of America, some obstetricians 
grudgingly allowed men to be present under strict conditions (Leavitt, 2009). In her 
book, Leavitt (2009) suggested that some obstetricians  did not support the woman’s 
husband presence for several reasons including the fear of being seen by male 
partners delivering a woman, protection of women’s privacy, and fear that male 
partners might be unprepared to cope with unanticipated events during childbirth 
which might lead to a second rate service (Leavitt, 2009).Odent (2008) opined that the 
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woman should only be supported by health providers throughout labour. Dr. Odent 
argued that the presence of the woman’s male partner led to more caesarean sections 
and other medical interventions because it could disrupt the release of oxytocin during 
labour (Odent, 2008). Despite this resistance, health providers in UK, New Zealand, 
Australia, and USA gradually embraced this change and facilitated male partners’ 
attendance at childbirth if women requested for that.  
There is no universally agreed history describing reasons behind male partners’ 
attendance at childbirth in all settings of either HICs or LMICs. However, from a little 
fragmentary evidence, women’s choice of her male partner as a birth companion 
emanated from changes in socioeconomics, family structure, and the shift from home 
birth to hospital births in some industrialised countries. Male partners’ attendance at 
the childbirth in some Western countries may be grouped temporally into three major 
stages: i) pre-industrial period, ii) industrial period, iii) the period between 1950s and 
1970s.   
During the pre-industrial period, births occurred at home, and mothers were supported 
by extended family female members (Linn et al., 2015). The industrial revolution period 
(19th-20th centuries) brought considerable economic changes. The geographical 
migration that took place in search of jobs distanced the extended family and 
strengthened the nuclear family (Linn et al., 2015). Gender division of family roles 
emerged. Men were responsible for ‘family sustenance’ whereas the woman was 
culturally assigned the roles ‘homemaking and childcare’ (Selin, 2009). In the early 
part of the 20th century in the UK, women were attended by community midwives at 
home.  However, men’s participation in the birth process was still restricted, except 
the aristocratic fathers in the United Kingdom who would attend the labour to welcome 
the birth of their heirs during the Victorian era (Wallis, 2013). With the gradual increase 
in the number of babies born in hospital during the 1950s, the sociocultural norms 
around childbirth were challenged. Women were encouraged to deliver in the 
hospitals, but lacked social and emotional support, and were embarrassed with the 
hospital routines and procedures performed on them during childbirth (Linn et al., 
2015, Wallis, 2013). 
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In the 1950s and 1960s, the rise of feminism affected the nuclear family structure. 
Women’s empowerment promoted equal shared roles between man and woman in 
household and childrearing roles (Walker et al., 2009). Some women protested against 
the isolation they felt in the hospital settings (Linn et al., 2015). It was during this period 
that women from some Western countries started to champion for their male partners 
being included in the birth process (Walker et al., 2009). Their appeal was not 
welcomed until years later, in the mid-1970s when a few hospitals realized that 
expectant women might value and benefit from some emotional or social support from 
their male partners (Enkin et al., 2001).   
As discussed in the previous paragraphs, the historical background about male 
partners’ attendance at childbirth concerns a few countries from HICs and it is still 
incomplete. More particularly, there is limited documented evidence about how men’s 
presence at labour and/or birth has been incorporated chronologically in healthcare 
facilities of LMICs.  Except in Brazil, the available evidence documents that male 
partners were allowed to attend childbirth during the 1990s following the WHO 
recommendation on birth companionship (Vaz and Fuhr Pivatto, 2014). It is not known 
whether or not the sociocultural and economic drivers and events that led to male 
partners’ attendance at labour and/or birth in western countries can apply to LMICs. 
For instance, there is no evidence that the events from HICs may have influenced 
women in LMICs to demand for their male partners’ presence at labour and/or birth, 
or if health facilities in LMICs adapted the HICs model to allow the woman’s male 
partner’s presence at childbirth. Therefore, further research is needed to explore the 
current status of male partners’ attendance at childbirth in LMICs to understand factors 
that affected the implementation this practice in these countries.  
1.5. Contextual information about Rwanda  
As mentioned at the start of this chapter, this thesis explores factors influencing the 
implementation of women choice to have their male partners’ attendance at childbirth 
in Rwandan health facilities. In this section, background information about Rwanda is 
presented. Further detail about the study setting is provided in chapter five.  
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As seen on the African map (Figure 1.3), Rwanda is a small landlocked (area of 26,338 
square kilometres) located in the East Africa. The country shares borders with Burundi 
in the South, Tanzania in the East, Democratic Republic of Congo in the West, and 
Uganda in the North. The capital city of Rwanda is Kigali.  
Despite the 1994 genocide against Tutsi and the war that claimed the lives of many in 
Rwanda, after these atrocities the Rwandan population has rapidly increased. 
Currently, with a population density of 230 people per km2, Rwanda is one of the most 
densely populated countries in the world with a population of around 12 million people 
as per the recent Demographic Health survey (NISR et al., 2016). In 2014, women 
gave birth to 321,506 babies, equivalent to approximately 880 births per day, or six 
babies born every ten minutes, corresponding to a total Crude Birth Rate (CBR) of 31 
births per thousand inhabitants per year (NISR, 2014). 
Rwanda is a multi-lingual country but Kinyarwanda as a mother tongue is the most 
spoken language. The Rwandan constitution acknowledges English, French, and 
Kinyarwanda as official languages. Since 2008, English has been adopted as a 
language of instruction at all educational levels. Furthermore, English is the second 













Figure 1.3:Rwanda on the African map (retrieved from 
https://www.flickr.com/photos/teamberryman/2500046137) 
 
Having described Rwanda’s geographical and demographic profile, the next sub-
sections focus on the country’s health system (1.5.1), and progress made in reducing 
maternal and child mortalities (1.5.2), the status of male involvement in maternal 
health and why it matters to encourage a woman’s male partner’s presence at 
childbirth when she chooses for that (1.5.3), and the cultural context of birth 
companionship in Rwanda (1.5.4).  
1.5.1. Rwandan maternal health care background  
The public healthcare system in Rwanda is structured into three levels: health centres 
at the primary level, district hospitals at the secondary level, and referral teaching 
hospitals at the tertiary level (MOH, 2017a). Many births that are not complicated are 
conducted in health centres (Kasine et al., 2016, MOH, 2017a). In case of obstetric 
complications, women are transferred to the district hospitals or referral hospitals 
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depending on how severe the woman’s condition is. There are around 400 health 
centres, 42 district hospitals, and 5 referral hospitals (Kidder et al., 2011). By 2018, 
Rwanda had 202 private health facilities across the country that comprised four 
general hospitals, 50 clinics and polyclinics, two ophthalmic hospitals, four eye clinics, 
eight dental clinics, and 134 dispensaries (MoH, 2019).    
In addition to this facility-based structure, there is a community health worker (CHW) 
responsible for maternal and child health in each village throughout the country. The 
role of this CHW encompasses the registration of pregnant women in the village, 
mobilising them to attend antenatal care appointments, encouraging registered 
women to give birth at health facilities, supporting women to get to the health centre, 
treating some childhood diseases like pneumonia, diarrhoea, and offering community 
support for malnutrition (Tuyisenge et al., 2019, Tuyisenge et al., 2020).  
Most public health facilities are government owned. A few others are run in 
collaboration between the government and the religious institutions. Public health 
facilities are funded mainly by the government. Government funding covers the 
renumeration packages for staff. Other sources of funding are from the insurance 
schemes from citizens of Rwanda (85%), out-of-pocket money paid by patients (15% 
for those with health insurance, and 100% for those who have no insurance coverage), 
and donations.  
Rwanda also has private facilities which complement public facilities to provide 
maternal and neonatal services (MOH, 2017b). Private facilities providing maternity 
services include: 1) clinics that offer specialised services only such as maternity care, 
2) polyclinics offering a variety of services and having a bed capacity between 10 and 
50 beds, and 3) hospitals with a bed capacity of 50 beds and over which also serve 
as referral hospitals (MOH, 2017b). Most private health facilities are found in Kigali 
(MOH, 2017b). Private facilities are mainly business oriented. They get their funds 
from money paid by patients through their insurance providers (85%), and out-of-
pocket payments by patients usually 15% for people covered by medical insurances 
and 100% for people without any health insurance cover.  
20 
 
The popular Rwandan community-based insurance (mutuelle de santé) has enabled 
even the poor in the society to afford universal primary maternity care in public health 
facilities. However, it is still challenging for women with lower income to give birth in 
private facilities because the mutuelle de santé pay-outs are still too low to cover the 
costs of maternity care in private facilities. 
Regarding parental leave for employed people, at the national level, women are 
entitled to six weeks at full pay maternity leave and a further six weeks at 20% paid 
maternity leave whereas men are entitled to four days of paid paternity leave (Addati 
et al., 2014). 
1.5.2. Maternal and child health indicators 
Between 2,000 and 2015, maternal mortality reduced by three quarters from 1,071 
deaths per 100,000 live births (LB) in 2000, 476 deaths per 100,000 LB in 2010,  to 
210 maternal deaths per 100,000 LB in 2015 (Rwanda, 2012, NISR et al., 2015).  This 
remarkable drop in maternal mortality ratio can be tracked to the increase of the 
number of facility-based births from 69% in 2010 to 91% in 2015 (NISR et al., 2016a). 
Rwanda’s maternal mortality ratio was lower than that of neighbouring countries 
(Burundi: 712/100,000 LB, Democratic Republic of Congo:693/100,000 LB, Tanzania: 
232/100,000 LB, and Uganda: 310/100,000 LB) in 2015 (NISR et al.,2015). Rwanda 
had been one of the few Sub-Saharan African countries that met the millennium 
development goals for reducing maternal and child mortality (Abbott et al., 2017). This 
progress can largely be attributed to the government’s efforts to improve the health 
infrastructure and encourage women to seek care before, during, and after childbirth. 
Moreover, the country’s innovative programmes such as having a community health 
worker in charge of maternal and child health, introduction of performance-based 
finance incentive scheme for health providers, introduction of maternal death audit, 
and use of technology in monitoring and reporting maternal and child health indicators 
largely contributed to the improvement of maternal health indicators reported in the 
period of 2010 and 2015 (Bucagu et al., 2012). Despite the progress made in reducing 
maternal and child health, further efforts are needed to prevent maternal deaths in 
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order to reduce maternal mortality to less than 70 deaths per 100,000 LB by 2030 as 
set in the Sustainable Development Goals (Alkema et al., 2016).  
While in 2010 the percentage of women who gave birth in a healthcare facility and 
who had a postnatal check was 16.6%, in 2015 this percentage rose to 41.6% (NISR 
et al., 2015). Equally, the neonatal mortality rate dropped from 27/1,000 in 2010 to  
20/1,000 LB in 2015 (NISR et al., 2016).  
1.5.3. Promotion of men’s engagement in maternal health 
The Cairo International Conference on Population and Development (ICPD) held in 
1994 called for male engagement in reproductive health and  active involvement in 
responsible parenthood (Greene et al., 2006, WHO, 2002, UNFPA, 2004). 
Governments were urged to increase their efforts in promoting men’s involvement in 
prenatal care, maternal and child health, prevention of Sexually Transmitted Diseases 
(STDs) including HIV, and prevention of unwanted and high-risk pregnancies (Greene 
et al., 2006, WHO, 2002, UNFPA, 2004). This conference underlined men’s unique 
roles in promoting safe motherhood and emphasised that health facilities could not 
view men as passive onlookers or mere obstacles (WHO, 2002, Greene et al., 2006, 
UNFPA, 2004). The conference called national health systems to address constraints 
that may limit men to support and promote safe motherhood (WHO, 2002, Greene et 
al., 2006, UNFPA, 2004). In addition, the conference identified the need for research 
to provide a basis for the development of policies for male involvement and identifying 
relevant and acceptable roles for men in service delivery settings (WHO, 2002, Greene 
et al., 2006, UNFPA, 2004). 
Based on the ICPD programme, Rwanda has prioritised male involvement in 
pregnancy and childbirth in her strategic plan as one of the key drivers of maternal 
and child health promotion (MOH, 2012). So far, Rwanda has enacted policies for male 
involvement in antenatal care and family planning (Jennings et al., 2014). The 
enactment of a policy incorporating men in ANC care has positioned Rwanda as one 
of the African nations with the highest proportion (86.8%) of men who accompany their 
partners for antenatal consultations (Jennings et al., 2014). In one qualitative study, 
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men revealed that the major driver for this high rate was the requirement for them to 
be screened for HIV/AIDS (Påfs et al., 2016).  However, little is known about the 
impacts of having a policy about men’s involvement in family planning at the national 
level. 
There is no specific national policy about men’s engagement in childbirth. However, 
the Ministry of Health in collaboration with Rwanda Men’s Resources Centre, a non-
governmental organisation majoring in gender promotion, published a manual for 
engaging men in  maternal and child health with a chapter dedicated to training men 
on support to their partners during labour and birth (RWAMREC et al., 2014). The 
manual was developed as a training tool for one intervention that sought to promote 
male involvement in gender equality, reproductive health, and maternal health in 
Rwanda (Doyle et al., 2018). However, the influence of this document on health 
facilities’ encouragement of male partners’ attendance at childbirth is unknown. 
1.5.4. Cultural context of birth companionship 
The cultural aspects of birth companionship from its evolution up to the present in 
Rwanda still remain an understudied area. However, based on the researcher’s  
common knowledge of the Rwandan oral tradition, an overview of the cultural context 
of birth companionship is given. Similar to other countries in which patriarchy 
predominates, men in most parts of Rwanda still rely on female relatives or the 
woman’s family friends to support their female partners during labour, birth, and the 
period extending from the first 24 hours to two weeks postnatal. Be it in urban or rural 
areas, some men offer little or no support to their partners throughout childbirth and in 
the postpartum period due to gender established roles rooted in Rwandan culture that 
considers childbirth and baby care a woman’s job. Men’s little involvement in birth 
companionship can be tracked to the country’s patriarchal structure and its evolving 
history from the period before 1962, the period from 1962 to 2007, and the period 





a) The period before 1962  
This period covers the pre-colonial and the colonial times until the country’s 
independence in 1962. Women gave birth at home with the support of a senior female 
relative member from the woman’s or her partner’s extended family. When 
complications arose, a traditional birth attendant could be called to intervene. 
Traditional birth attendants were trusted thanks to their expertise that encompassed 
assisting the woman to give birth, offering local traditional herbs to speed up labour, 
and recitation of incantations to ward off any bad spirits believed to delay the birth of 
the baby. Men were culturally prohibited to stay around during labour and birth. It was 
taboo for men to see their wives giving birth.  
b) The period between 1962 and 2007 
After Rwanda’s independence, there was a rapid increase in the number of health 
facilities in Rwanda. This led to a gradual shift from home births to hospital births. 
Nevertheless, the number of home births remained high. As in the previous period, 
under normal circumstances, men were not allowed to watch labour and/or birth for 
both home  and hospital births. However, in remote areas where transport to facilities 
was challenging, the woman’s male partner participated in childbirth by seeking 
assistance from his male neighbours to transport the woman to the nearest health 
facility; usually between eight to 20 kilometres. In those rural remote areas, residents 
organised  themselves in community saving associations to fund the local stretcher 
(see Figure 1.4) that could be used to transport any severely ill person to the health 
facility. The same stretcher could be used to transport the woman to the health facility 







Figure 1.4: Traditional stretcher locally known as Ingobyi 
 
As one of the cultural norms, at the onset of labour, in remote hard-to-reach areas, 
men could transport the woman to the health facility using the local stretcher. Two 
female birth companions, usually one of the woman’s close relatives or her husband’s 
relatives accompanied her and had to take with them some essential equipment such 
as household washbasin, soap, razor, and clothes for the woman and the new baby. 
If the woman gave birth en route to the facility, only female companions assisted her 
to give birth, and cared for the mother and the new-born just after birthing process. 
Oftentimes, if the birth occurred on the way to the facility, the woman could be returned 
home for recovery whether she gave birth to a live baby or a stillbirth. For births that 
occurred in health facilities, the companionship role was always assumed by a female 
birth companion. The role of the male partner was limited to organising transport, 
covering maternity costs, and catering for the mother and her birth companions during 
their stay at the health facility.  
In urban areas and villages near health facilities, men arranged private transport or 
provided the woman with money to take a bus. Some men accompanied their partners 
to the place of birth but could not enter the labour and/or birth wards. When at the 
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facility, they waited for the baby’s birth within the health facility premises or went back 
home and returned to the facility during the visiting hours. However, some of men 
might go to pubs until they received news about the birth of the baby.   
c) The period from 2008 up to the present 
As presented in 1.5.2, the number of assisted births in health facilities during the period 
of 2008 up to the present has increased. Furthermore, it was during this period that 
the concept of male partners’ attendance at childbirth in Rwanda first appeared in one 
of Rwanda’s leading newspapers (Reporter, 2009). From the researcher’s knowledge, 
by 2010, there was only one hospital throughout the country that requested men to 
attend childbirth whenever they accompanied their female partners to give birth. 
However, less is known whether or not the introduction of men’s presence at labour 
and birth in this urban facility was informed by evidence about the benefits of birth 
companionship.   
There have been a number of changes in Rwanda which have encouraged men’s 
engagement in their female partners’ pregnancy and childbirth. First of all, in the years 
following the aftermaths of the 1994 genocide against the Tutsi and the war, there has 
been a rapid shift from the extended family structure to a nuclear family resulting from 
family separation due to deaths or dismantling of the family bonds. Secondly, for some 
couples who may benefit from the support of their extended families, it is possible that 
at the onset of labour there might be no female relative in their vicinity to accompany 
the woman to the facility. Thirdly, in the period after 2008, there has been a remarkable 
change in the division of roles and policies by gender which may encourage male 
partners to attend childbirth. However, there is no research that has so far been 
conducted to identify how common male partners’ attendance at childbirth is in 
Rwandan health facilities and factors that can influence this practice. 
1.6. Summary  
As it has been reported in this introductory chapter, there is evidence that birth 
companionship is one of the determinants that can shape women’s satisfaction with 
care and overall childbirth experience. Therefore, WHO recommends that whenever 
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conditions permit, health facilities should enable the woman to have a companion of 
her choice during labour and/or birth including female relative, close female friend, 
doula, and her male partner/husband. With the last option, despite differing trends of 
paternal participation in childbirth in LMICs, some male partners accompany their 
female partners to the place of birth. Male partners’ attendance at childbirth in LMICS 
remains an understudied area.  For example, it is not known whether it acceptable and 
feasible for health facilities to enable the woman to choose her male partner as a birth 
companion during labour and/or birth.  Little is known about the individual, clinical, or 
contextual factors that influence male partners’ attendance at childbirth in LMICs. 
Therefore, a series of systematic reviews presented in the next chapter was carried 















CHAPTER TWO: REVIEW OF THE LITERATURE 
This chapter presents the available research evidence relating to fathers’ attendance 
at childbirth to identify available evidence, appraise the quality, and identify gaps in 
research about the topic. Two separate systematic reviews were undertaken. The first 
review, reported in Section 2.1, synthesises review level evidence exploring father’s 
attendance at childbirth when it is the woman’s choice. The second, in Section 2.2, 
presents a systematic review of available studies from LMICs to identify factors 
influencing fathers’ attendance at childbirth in these countries, and particularly identify 
factors affecting fathers’ attendance at childbirth in Rwandan health facilities.  Section 
2.3 concludes this chapter and further highlight gaps in evidence about the topic under 
study globally, continentally, regionally, and in Rwanda in particular. For the technical 
reasons given in 1.3.1, the term ‘fathers’ attendance at childbirth’ was used to report 
results retrieved from individual studies synthesized in this chapter. 
2.1. Overview of reviews about fathers’ attendance  
In order to avoid duplicating any work done before and present the current status of 
evidence about fathers’ attendance at labour and/or birth, an overview of the reviews 
was conducted. An initial scoping search conducted in January 2016 on CINAHL and 
MEDLINE using ‘fathers AND childbirth’ yielded a considerable number of records 
(n=615) about the experiences, roles, and expectations of fathers as they participate 
in the childbirth process. Among these studies included some reviews and there was 
a need to appraise and summarise these reviews in order to identify evidence about 
fathers’ attendance at childbirth, and to highlight gaps in evidence.  
2.1.1. Methods  
In this subsection, the methodological steps that guided this overview are reported.  
i) Eligibility criteria  
This overview of reviews included any reviews published between January 2002 and 
December 2016 dealing with fathers’ attendance at childbirth, women’s and health 
providers’ views of fathers’ attendance, factors influencing fathers’ attendance, 
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outcomes resulting from fathers’ attendance, and experiences of fathers’ presence at 
childbirth. The overview considered studies published back as far as 2002 because 
the theme of women’s choices of a birth companion; mainly the presence of the 
woman’s male partner at labour and/or birth became a popular topic of discussion in 
some LMICs in the 2000s (Khayat and Campbell, 2000, MacKeith et al., 2003, 
McCallum, 2005). Other inclusion and exclusion criteria set for this overview of the 
reviews are reported in Table 2.1. 
Table 2.1: Inclusion and exclusion criteria   
Study parameters Inclusion criteria Exclusion criteria  
Sample/population  Fathers/male partners as primary 
informants, 
 Women who were supported by their 
male partners, 
 Health practitioners. 
 
 Fathers/men under 16 
years of age 
Mode of birth   Normal vaginal birth; 
 Assisted vaginal delivery; 
 Preterm birth; 
 Elective and emergency caesarean 
section. 
 Spontaneous abortion 
 Stillbirth 
Review focus  Factors (facilitators and barriers) that 
influence fathers’ involvement in the birth 
process 
 Experiences of childbirth 
 Feelings towards fathers’ presence 
during labour and delivery 
 Attitudes about fathers’ involvement in 
the birth process by female partners and 
healthcare professionals; 
 Perceptions or views about fathers’ 
involvement in labour and birth; 
 Effects of fathers’ attendance of 
childbirth; 
 Fathers’ roles and support during labour 
and delivery.  
 Reviews that focused 
solely on: 
- Antenatal care; 
- Breastfeeding;  
- Infant feeding;  
- Postnatal care; 
- Paternal postnatal 
mental health; 
- Male involvement in 
PMTCT, 
- Family planning, 
- Parenting.  
Methodology  Narrative systematic reviews,  
 Descriptive systematic reviews,  
 Integrative systematic reviews,  
 Meta-ethnography, 
 Metasynthesis; and, 
 Meta-analysis;  
 Scoping reviews. 
 Narrative reviews of the 
literature that were not 
systematic.  
Language  Reviews written in English  Reviews published in languages 
other than English because of the 
translation costs that may be 
incurred.  
Publication year Reviews published from 2002 onwards  Reviews published before 
January 2002   
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ii) Search strategy and sources of studies  
The search strategy started January 2016 and ended in December 2016. The search 
was updated in January 2020 and studies obtained after the original search are 
summarised separately. The search was conducted in three steps. Step one consisted 
of a preliminary scoping search in Google scholar to map available reviews about 
fathers’ attendance at labour and/or birth. Step two entailed a search of potential 
systematic reviews on CINAHL and MEDLINE. The following search terms were 
combined to locate relevant reviews from these two electronic databases:  
((Father* OR men OR dad* OR “paternal role” OR “male partner” OR husband* 
fatherhood) AND (birth* OR “labour stages” OR childbirth OR labour OR intrapartum 
OR parturition OR deliver* OR puerperium OR obstetric care OR labour support OR 
birth companions OR midwifery) AND (factor* OR “psychosocial factors” OR feeling* 
OR fear*OR perception* OR view* OR attitude* OR facilitat* OR barrier* OR 
experience* OR determinant* AND systematic reviews OR scoping reviews OR 
integrative reviews OR metasynthesis)).  
Step three involved searching for additional reviews from ASSIA, Scopus, and Google 
Scholar using reduced search terms ‘father AND childbirth AND systematic reviews’. 
iii) Screening process 
All retrieved records were imported into Endnote reference management software and 
duplicates were removed.  All titles and abstracts, where available, were evaluated 
against the eligibility criteria by the researcher. The full texts of papers whose abstracts 
were not available were examined along with all papers that were found relevant to 
fathers’ attendance at childbirth. 
iv) Quality assessment  
The quality of eligible reviews was assessed by the researcher. The quality appraisal 
of reviews adapted the SURE systematic review checklist (SURE, 2013). Adapting this 
checklist (appendix 1 for details) provided a generative checklist that could apply to 
different review designs within one overview. Based on the work by Schlosser (2007), 
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an item of bias assessment, review protocol, and aspects of the rigour of the appraisal 
and study selection processes were added to the SURE checklist. In addition, some 
items in the SURE checklist such as the rigour of the search strategy and the scope 
of the reviews were extended referring to the AMSTAR  checklist (Shea et al., 2007), 
and the tool developed by Chung et al. (2009). No review was rejected on the basis of 
quality.  
v) Data extraction  
Data to address the aim of the review earlier mentioned in 2.1 were retrieved. The full 
texts of all included studies were read to retrieve information relevant to the aim of this 
overview of reviews using a template designed specifically for this review (see Table 
2). In reviews where information such as research designs of studies included in the 
review and the population were missing, additional data extraction from primary 
studies was performed to fill this gap (Hartling et al., 2014). 
vi) Synthesis of the findings  
The narrative synthesis of the findings was guided by the aim set for this overview of 
the reviews reported earlier in 2.1 (Popay et al., 2006). In the first step, results from 
the individual reviews were read to retrieve and categorise data that were relevant to 
the facilitators and barriers to fathers’ attendance at childbirth broadly (Popay et al., 
2006). The next step consisted of retrieving and categorising other relevant themes 
such as fathers’ experiences while attending childbirth, the needs of fathers while 
attending childbirth, the effects and impacts of fathers’ attendance.   
2.1.2. Results  
Results of the search strategy, appraisal process, and themes that emerged from 
included reviews are presented next.  
i) Results of the search strategy  
The search of all electronic databases yielded 5,793 records after duplicates were 
removed (see Figure 2.1). Titles, and abstracts where available, were screened 
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against the inclusion criteria and 5,748 titles were excluded because they were not 
relevant to the topic under study. The remaining 45 full texts were screened and this 
led to the exclusion of 32 papers (reasons for exclusion are presented in Figure 2.1). 
Thirteen reviews met the inclusion criteria and were included in this overview of 
reviews. Seven more reviews and one updated Cochrane review were identified from 
the search carried out in January 2020 (see 2.1.3). 
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ii) Characteristics of included reviews  
Fourteen reviews (see Table 2.2) included involved 210 separate studies. The majority 
were conducted in high income settings (n= 154) and 56 studies in seven reviews were 
from LMICs. Only three reviews solely focused on studies from LMICs (Ayebare et al., 
2015, Chimwaza et al., 2015, Coutinho et al., 2016), four reviews included between 
one and seven studies from LMICs (Longworth et al., 2015, Johansson et al., 2015, 
Poh et al., 2014, Hoga et al., 2013), one review included seven studies from lower and 
upper middle income countries (Hodnett et al., 2013). The overview involved 42,693 
participants; including 16,040 fathers of whom 2,732 were first time fathers, and 
26,653 women. This overview of reviews also included 21 midwives, 19 nurses, six 
physicians, two traditional birth attendants, and two village health workers in four 
systematic reviews (Chimwaza et al., 2015, Coutinho et al., 2016, Poh et al., 2014, 
Provenzi and Santoro, 2015). Methods of the included reviews were: two meta-
syntheses (Johansson et al., 2015, Steen et al., 2012), two integrative reviews 
(Coutinho et al., 2016, Poh et al., 2014), three systematic reviews of quantitative 
studies (Evans, 2015, Ayebare et al., 2015, Genesoni and Tallandini, 2009), two 
narrative reviews (Chimwaza et al., 2015, Longworth et al., 2015), three thematic 
syntheses of qualitative studies (Provenzi and Santoro, 2015, Smyth et al., 2015, Hoga 
et al., 2013), one meta-ethnography (Elmir and Schmied, 2016), and one Cochrane 




Table 2.2: Characteristics of the reviews  
Author Review question(s) Type of the 
review/design 
Number of studies and 
their country of origin 
Context of the 
review  





Chimwaza et al. 
(2015) What are the 
experiences of men 
who support their 
partners during 




4 studies: one 
dissertation from Gambia 
and three published 
papers from Malawi, 












-58 fathers (12 
first time fathers); 
-Two traditional 
birth attendants; 
-2 village health 
workers; 
-10 midwives.  
Johansson et al. 
(2015) How do fathers 
experience their 
partners’ labour and 
the subsequent birth 
of their baby?  
Meta-synthesis  8 studies: Sweden (n=5), 
England (n=1), Malawi 











120 fathers  
Ayebare et al. 
(2015) What effective 
interventions can be 
applied to male 
partner’s involvement 
in pregnancy and 
A systematic 
review 
4 studies: South Africa 
(n=1), India (n=1), Nepal 



























What factors affect the 
experiences of fathers 
accompanying their 





6 studies: Sweden (n=5) 
















first time fathers.  
Poh et al. (2014) 
What are the fathers’ 
experiences and 




review 25 studies: Sweden 
(n=11), UK (n=5), 
Australia n=2), Greece 
(n=1), Taiwan (n=1), 
Thailand (n=1), Nepal 
(=1), South Africa (n=1), 
Israel (n=1), and New 




















2,351 fathers of 
whom 287 first 
time fathers; 
180 mothers.  
Steen et al. (2012) 
What are the views 
and experiences of 
fathers who have 
encountered maternity 
care in high resource 
settings? 
Meta-synthesis  
23 studies: UK (n=7), 
Australia (n=5), Sweden 
(n=4), USA (n=1), Japan 
(n=1), Taiwan (n=1), 
South Africa (=1), Finland 



















studies could not 
be obtained.  
35 
 
Elmir and Schmied 
(2016) What are the 
experiences of fathers 
who have experienced 




ethnography  8 studies: UK (n=4), 
Japan (n=1), New 
Zealand (n=1), and 

















What are the 
experiences of fathers 






14 studies: Germany 
(n=1), USA(n=1), 
Sweden (n=2), Canada 
(n=2), Norway(n=2), Iran 
(n=1), UK (n=3), France 

















transition viewed from 
personal, societal, and 
family related 
perspectives during 
prenatal, labour and 
birth, and postnatal 
periods?  
Systematic 
review  32 studies:  USA(n=11), 
Canada (n=3), UK (n=4), 
Australia (n=8), Sweden 










studies, and one 
mixed methods 
study 
3,973 fathers of 
whom 841 first 
time fathers; 
341 women 
Longworth et al. 
(2015) What is the role of 
fathers in decision 







27 studies:  USA (n=7), 
Sweden (n=6), UK(n=5), 
Finland (n=1), Malawi 
(n=1), Turkey (n=1), 
Netherlands (n=1), South 
HICs (n=22); 













1,503 fathers of 





Africa (n=1), Taiwan 





1,017 women of 
whom 97 were 
primigravida; 
 
7 mothers  
Coutinho et al. 
(2016) What are the benefits 
for the fathers from 
their involvement in 







19 studies: Brazil (n=15), 
Uganda (n=1), Singapore 























3 nursing staff; 
3 physicians 
Smyth et al. (2015) 
Does antenatal 
education prepare 
fathers for their role as 








13 studies: Sweden 
(n=6), UK (n=3), Taiwan 
(n=1), USA (N=1, 







how effective it 
prepared them 
for their role as 








studies and two 
surveys.  
3,023 fathers of 
whom 53 were 
first time fathers; 
2,001 mothers.   
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Hodnett et al. 




them and their 
babies? 
Meta-analysis  
22 trials: Australia (n=1), 
Belgium (n=1), Botswana 
(n=1), Brazil (n=1), 
Canada (n=3), , Chile 
(n=1), Finland (n=2), 
France (n=1), Greece 
(n=1), Guatemala (n=1), 
Mexico (n=1), Iran (n=1), 
Nigeria (n=1), South 
Africa (n=1), Sweden 








by a family 
relative 
including 
partners or a 
health care 
professional  
 22 randomised 
controlled trials  
15, 288 women  
Hoga et al. (2013) 
What are the 
experiences of 
companions during 
normal labour and 
childbirth? 
What roles are 
performed by a 
companion in normal 
labour and childbirth? 
Metasynthesis  
15 studies: Brazil (n=7), 
Sweden (n=3), Canada 
(n=1), England (n=1), 
France (n=1), South 
















iii) Quality assessment 
A summary of the results of the quality assessment is presented and further details 
are given in Appendix 2.1.  None of the reviews referred to how reviewers adhered to 
the protocol during the entire review process. The exception was a review in which 
reported results were judged to not reflect the review question (Evans, 2015), all 
remaining reviews addressed clearly defined questions. Twelve reviews provided 
adequate descriptions of their scope and eligibility criteria.  
Twelve reviews provided a robust explanation about the search strategy applied in 
them. However, in two reviews (Ayebare et al., 2015, Coutinho et al., 2016), the range 
of search terms and how they were combined were judged insufficiently extensive to 
obtain relevant papers to answer the review’s research questions. All but three reviews 
(Ayebare et al., 2015, Evans, 2015, Genesoni and Tallandini, 2009) retrieved papers 
relevant to the design and analytic plan set for the review.   
Either selection or publication bias was  identified in nine studies and biases were not 
highlighted as limitations by authors (Ayebare et al., 2015, Elmir and Schmied, 2016, 
Genesoni and Tallandini, 2009, Johansson et al., 2015, Poh et al., 2014, Provenzi and 
Santoro, 2015, Steen et al., 2012, Smyth et al., 2015, Evans, 2015).  Two reviews did 
not report how selection of studies was performed (Ayebare et al., 2015, Genesoni 
and Tallandini, 2009). In seven more reviews, though the results of the screening 
process were presented, there was little description of the whole selection process 
such as people involved, and how disagreements were resolved (Chimwaza et al., 
2015, Coutinho et al., 2016, Evans, 2015, Longworth et al., 2015, Smyth et al., 2015, 
Steen et al., 2012, Poh et al., 2014, Hoga et al., 2013).  Two reviews did not report the 
data extraction process (Coutinho et al., 2016, Evans, 2015) and six more reported 
the results of the data extraction but data extraction was not elaborate to include for 
instance the data retrieved and strategies undertaken to ensure rigour (Chimwaza et 
al., 2015, Genesoni and Tallandini, 2009, Longworth et al., 2015, Poh et al., 2014, 
Provenzi and Santoro, 2015, Steen et al., 2012).  
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Twelve reviews applied the synthesis approaches of the review design purported to 
guide their conduct appropriately. Three reviews neither reported nor acknowledged 
the limitations (Coutinho et al., 2016, Smyth et al., 2015, Steen et al., 2012).  
In summary, one Cochrane review was robustly conducted and was of high quality 
(Hodnett et al., 2013). Three reviews were judged to be of low quality (Coutinho et al., 
2016, Evans, 2015, Genesoni and Tallandini, 2009) because some of the steps 
characterising the review design they adopted were not adhered to. Nine reviews were 
robustly conducted but had some limitations such as not appraising included studies 
(Poh et al., 2014, Smyth et al., 2015), and limited information on the data extraction 
process (Chimwaza et al., 2015, Longworth et al., 2015, Poh et al., 2014, Provenzi 
and Santoro, 2015, Steen et al., 2012, Hoga et al., 2013). As a result, the overall 
quality of this overview is moderate. 
iv) Synthesis of the findings  
In total thirteen themes were identified: four themes relating to the facilitators of 
fathers’ attendance, three on the barriers affecting fathers’ support to their partners 
during labour and/or birth, one about constraints to fathers’ attendance, two about the 
factors affecting fathers’ experiences of childbearing, one about fathers’ support to the 
women during labour, the effects of paternal presence at childbirth, and one theme 
about fathers’ needs during childbirth. 
1. Facilitators of fathers’ involvement in childbirth 
Support from healthcare professionals 
Support from health providers may enhance fathers’ engagement during childbirth 
(Johansson et al., 2015, Longworth et al., 2015, Hoga et al., 2013). In some settings, 
attending maternity staff engaged men in assisting their female partners during labour 
and further helped men to cope with the women’s pain (Hoga et al., 2013). In some 
settings, fathers’ active participation was only encouraged when the birth was 
predicted to be normal and the level of engagement depended on the quality of 
40 
 
communication between fathers and health professionals (Johansson et al., 2015, 
Longworth et al., 2015).  
Antenatal care education 
Men who attended antenatal classes with their female partners were found to be 
supportive during labour (Smyth et al., 2015). Two systematic reviews reported that in 
Sweden and the UK, fathers who attended antenatal classes were better positioned 
to cope with their female partners’ labour compared to those who did not attend any 
class (Johansson et al., 2015, Longworth et al., 2015).  
Hospital policies on birth companionship 
Eleven trials reported in a Cochrane review (Hodnett et al., 2013) indicated that some 
hospitals had policies that encouraged fathers’ presence at childbirth or other birth 
companions of the woman’s choice. However, this Cochrane review did not assess 
how these policies were implemented. Nor did it examine whether policy availability 
was a positive influence to having more women choosing their male partners as birth 
companions.  
Having prior information about childbirth  
Fathers with prior information about childbirth were more confident and involved in 
providing emotional and practical support to their partners than those without 
information (Steen et al., 2012, Hoga et al., 2013). Both studies were conducted in 
HICs.  
2. Barriers affecting fathers’ support to their partners during labour and/or 
birth  
Eight reviews contributed to the themes about barriers to fathers’ attendance and 
support to the woman during labour and birth (Hoga et al., 2013, Chimwaza et al., 
2015, Evans, 2015, Johansson et al., 2015, Poh et al., 2014, Provenzi and Santoro, 
2015, Elmir and Schmied, 2016, Steen et al., 2012). 
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Lack of preparation for childbirth support role  
In the majority of the qualitative studies, fathers appealed for mental and practical 
preparation prior to being involved in the birth process (Chimwaza et al., 2015, 
Johansson et al., 2015, Poh et al., 2014, Hoga et al., 2013). Fathers expressed that 
parent education groups did not match their expectations (Johansson et al., 2015, Poh 
et al., 2014). Fathers from some LMICs who attended childbirth reported that they had 
no cues on what  to do during labour (Chimwaza et al., 2015). Despite the importance 
of involving fathers in antenatal classes in from studies conducted from some 
European countries, men revealed that the sessions they attended were not 
sufficiently informative to meet their needs (Steen et al., 2012). 
Poor interaction with health care professionals 
Fathers’ poor communication with healthcare professionals (HCPs) and limited 
recognition of fathers’ needs by HCPs interfered with fathers’ engagement during 
childbirth (Longworth et al., 2015, Evans, 2015, Johansson et al., 2015, Elmir and 
Schmied, 2016, Provenzi and Santoro, 2015).  When obstetric complications arose, 
fathers felt as if they were at the periphery of the events in the birth room (Elmir and 
Schmied, 2016, Provenzi and Santoro, 2015). However, the impact of such negative 
experiences on fathers’ subsequent birth attendance was not extrapolated by the 
review authors. In some places, attending HCPs excluded  fathers from maternity 
wards (Hoga et al., 2013). Fathers who were allowed in labour wards felt overlooked 
because some of their needs like eating and sleeping were not met (Hoga et al., 2013). 
3. Constraints to fathers’ presence at labour and/or birth 
Two reviews identified culture as a constraint to fathers’ attendance at childbirth 
(Genesoni and Tallandini, 2009, Longworth et al., 2015). Although paternal 
attendance at childbirth may be culturally acceptable in HICs, the practice is still limited 
(Genesoni and Tallandini, 2009). In LMICs, one review noted that there was no cultural 
expectation for men to attend childbirth because some societies considered pregnancy 
and birth as a woman’s realm (Longworth et al., 2015).  
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4. Factors affecting fathers’ experiences of childbirth 
Nine reviews identified some factors affecting fathers’ experiences of childbirth 
(Chimwaza et al., 2015, Coutinho et al., 2016, Elmir and Schmied, 2016b, Hoga et al., 
2013, Johansson et al., 2015, Longworth et al., 2015, Poh et al., 2014, Provenzi and 
Santoro, 2015).   
Fathers’ feelings during childbirth  
Fathers expressed excitement mixed with fear over watching the birth of their baby 
(Johansson et al., 2015, Poh et al., 2014, Longworth et al., 2015, Coutinho et al., 2016, 
Hoga et al., 2013). For some fathers, sharing this memorable event with their partner 
created a sense of fulfilment (Coutinho et al., 2016), and empathy (Hoga et al., 2013). 
Irrespective of the geographical settings, fathers felt dismay as they became 
concerned about the health of the mother and that of the baby (Poh et al., 2014, 
Chimwaza et al., 2015, Provenzi and Santoro, 2015). When obstetric complications 
emerged, fathers’ panic intensified (Elmir and Schmied, 2016, Johansson et al., 2015, 
Provenzi and Santoro, 2015).  
Negative attitudes towards men’s presence  
Shame, embarrassment, and possible loss of libido after witnessing childbirth led to 
negative attitudes  among some fathers from Malawi, Nepal, and Gambia who 
attended childbirth (Chimwaza et al., 2015). Caution is needed while generalising the 
findings of this review to all low resource settings because data was only generated 
from three countries out of 31 LMICs across the globe.   
5. Male partners’ support to the women during childbirth 
Four reviews contributed to this theme (Ayebare et al., 2015, Genesoni and Tallandini, 
2009, Longworth et al., 2015, Hoga et al., 2013). As reported in these reviews, fathers’ 
support ranged from emotional support, reassurance, and practical support such as 
assisting partners in relaxation exercises and massage (Ayebare et al., 2015, 
Genesoni and Tallandini, 2009, Longworth et al., 2015, Hoga et al., 2013). One review 
noted that some fathers struggled with balancing their own fears and anxieties about  
43 
 
labour outcome with their partners’ labour pain, which led them to stay passive 
(Longworth et al., 2015). Interestingly, some fathers did not want to support their 
partners even when fathers received adequate support from the attending birth team 
(Genesoni and Tallandini, 2009). While in most HICs, fathers’ attendance strictly refers 
to their support during childbirth, in some LMICs, attendance also encompassed 
accompaniment to the health facility, transport arrangement, and payment of maternity 
care costs (Ayebare et al., 2015).  
6. Effects of fathers’ attendance  
One review suggested that fathers’ feelings during their stay in the labour room may 
positively or negatively impact on the woman’s labour progress (Evans, 2015). Two 
reviews reported that  fathers who stayed with their partners throughout childbirth 
enjoyed the start of shared parenthood (Ayebare et al., 2015, Coutinho et al., 2016).  
Fathers’ support during labour was also suggested to promote a mutual couple’s 
childbirth experience (Hoga et al., 2013). Genesoni and Tallandini (2009) reported that 
fathers who had positive childbirth experience showed fewer depressive symptoms 
compared to those whose partners had complications. Some fathers who attended 
complicated births reported emotional disconnection from their partners in the period 
after childbirth (Elmir and Schmied, 2016, Poh et al., 2014, Hoga et al., 2013). 
However, the extent to which fathers’ negative birth experience affected couples’ 
relationships and paternal subsequent childbirth attendance were not examined.  
7. Fathers’ needs during childbirth 
Five reviews (Poh et al., 2014, Elmir and Schmied, 2016, Longworth et al., 2015, 
Provenzi and Santoro, 2015, Hoga et al., 2013) reported that fathers needed adequate 
information during childbirth. They further wanted to be involved in decision-making, 
and to receive  respectful treatment, and support from HCPs (Longworth et al., 2015). 
2.1.3. Summary of studies obtained after updating this overview 
Seven additional reviews published between January 2017 and January 2020 were 
identified when the search was updated. One Cochrane review  included in this 
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overview of reviews (Hodnett et al., 2013) was updated in 2017. The number of trials 
included in this review increased from 22 to 27 and the number of participants from 
15,288 to 15,858. However, the updated version did not change any conclusions of 
the previous version (Bohren et al., 2017). Two reviews extended findings about the 
support male partners provided to women during labour and/or birth from women’s 
accounts of their experiences of birth companionship (Lunda et al., 2018, Bohren et 
al., 2019). The two reviews confirmed the previous evidence that the presence of male 
partners at childbirth fostered bonding between fathers and the baby, and family as a 
whole (Bohren et al., 2019, Lunda et al., 2018). Four reviews supported the previous 
evidence about the fear felt by fathers when they attended childbirth (Lunda et al., 
2018, Bohren et al., 2019, Shorey and Chan, 2020, Baldwin et al., 2018). Three 
reviews supported the theme of poor paternal interactions with HCPs (Shorey and 
Chan, 2020, Vallin et al., 2019, Bohren et al., 2019). Two reviews confirmed lack of 
preparation as a barrier to male partners’ support to the women during labour (Baldwin 
et al., 2018, Shorey and Chan, 2020). One systematic review of interventions  about 
male involvement in maternal health reported facility-based couples antenatal 
education improved men’s assistance to their female partners during labour (Tokhi et 
al., 2018). Two reviews found that fathers who attended complicated births 
experienced stress that had resulted into postnatal depression (Vallin et al., 2019, 
Bohren et al., 2019).  
Two reviews extended substantially on constraints of fathers’ attendance and further 
brought in further facilitating factors to paternal attendance (Bohren et al., 2019, Xue 
et al., 2018).  Additional barriers to fathers’ involvement during childbirth were reported 
from studies conducted mostly from low resource settings and Arab countries. They 
encompassed physical space constraints in some public facilities, fear of the risk of 
infections in the labour and birth rooms, and women’s protection of the couple’s sexual 
relationship (Bohren et al., 2019).  
As for the facilitators, some men from low resource countries reported that they would 
attend childbirth if the woman requested that and a few others reported that they would 
attend because of curiosity to know what happens during childbirth (Bohren et al., 
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2019, Xue et al., 2018). Other facilitators were fathers’ positive attitudes towards 
childbirth, couple’s positive relationship, higher economic status, and education (Xue 
et al., 2018). 
2.1.4. Strengths and limitations of the overview of reviews 
This is the first overview of the systematic reviews that has attempted to synthesise 
available evidence about men’s involvement in the birth process from clinical, social, 
and contextual perspectives. The overview extensively assessed the quality of 
conduct and transparency in the reporting of included systematic reviews. Where the 
information from reviews were not enough to help in the appraisal and data extraction 
process, additional checks of individual primary studies were performed.  
It emerged that when searching Google scholar, a large number of studies not 
highlighted in other searched databases were obtained. Generally, when searching 
google scholar, only the first 100 titles are retrieved and screened (Haddaway et al., 
2015). However, for the case of this overview of reviews, the researcher retrieved all 
the search outputs from google scholar. This highlighted seven unique relevant studies 
not in other electronic databases. Most of the relevant studies uploaded on google 
scholar included both published and grey literature from sources such as individual 
journals and academic social media platforms such Researchgate which are not 
indexed as scientific searchable sources. 
In spite of the aforementioned strengths, this overview has some limitations. First, this 
overview may have some biases because the review process involved one person. To 
ensure the rigour of the review process, it is normally recommended that at least two 
reviewers are independently involved in the screening, appraisal, data extraction, and 
synthesis process (Gough et al., 2017).  Second, only reviews published in English 
language were considered due to time and language skills that could be required for 
the translation process. There may be other evidence that has been missed because 
of this language limiter. Third, the search strategy used to retrieve relevant papers was 
limited in that the search strings included men but not  ‘man’ and it is possible that 
some papers may have been missed. Lastly, it is possible that the methodological 
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flaws from some studies in individual systematic reviews may have been transferred 
to this overview; thereby affecting the generalisability of its findings. Therefore, the 
findings of this overview need to be interpreted cautiously.  
2.1.5. Summary and research implications of the findings 
The majority of reviews synthesised qualitative studies that contributed to the 
understanding of fathers’ experiences of childbirth. As a result, there are still 
unanswered questions about outcomes of fathers’ attendance; such as support to their 
partners, levels of attendance, and moderators of fathers’ attendance at labour and/or 
birth.   
Some of the included reviews attempted to examine the emotional effects of fathers’ 
presence at childbirth on themselves and their female partners. However, further 
studies are needed to validate some of the positive and negative impacts associated 
with paternal presence at labour and childbirth. Other research gaps identified by this 
overview included the organisational readiness to facilitate women’s choice to have 
male partners’ present  at birth, best practices to men’s inclusion in childbirth, scope 
of fathers’ support during childbearing , and available nursing/midwifery support for 
fathers during labour and birth. Furthermore, much of the data about fathers’ 
attendance at childbirth were generated from women and the male partners. Although 
four reviews included health providers (Chimwaza et al., 2015, Poh et al., 2014, 
Provenzi and Santoro, 2015, Coutinho et al., 2016), there is still a dearth of information 
about healthcare professionals’ experiences, practices, and views about fathers’ 
attendance at labour and/or birth. There was little information about the acceptability 
and the feasibility of fathers’ attendance at childbirth in LMICs where this practice is 
still emerging. Six reviews that included papers from LMICs retrieved some primary 
studies which had limited data on fathers’ attendance in the context of LMICs. Despite 
this paucity, three reviews identified some barriers and facilitators of paternal 
attendance at childbirth.  However, these reviews did not offer sufficient evidence to 
ascertain whether fathers’ attendance at childbirth is an acceptable and feasible 
practice in LMICs. 
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There was only one study from Rwanda in all the reviews (Påfs et al., 2016). This 
study does not suffice to understand fathers’ attendance at labour and/or birth in all 
perspectives as pertaining to Rwanda’s culture, social structure, and maternity care 
organisation. Ultimately, this overview did not answer the review question about 
factors affecting male partners’ attendance at childbirth in Rwandan health facilities. 
This leads to the conclusion that research has yet to systematically investigate fathers’ 
attendance at childbirth in LMICs to 1) identify factors that may influence whether or 
not fathers from LMICs attend childbirth if the woman chooses that, and 2) factors 
affecting this practice in Rwandan health facilities. 
2.2. A systematic review of studies about fathers’ attendance at 
childbirth from LMICs 
The overview of systematic reviews identified the need to synthesise primary studies 
about fathers’ attendance at childbirth from LMICs to identify factors affecting fathers’ 
attendance at childbirth in these settings. As a result, further review work was done to 
identify potential moderators, motivators, and barriers to fathers’ attendance at 
childbirth in LMICs. The review also aimed to identify research gaps in LMICs that 
needed further investigation. One review with two phases: 1) review of qualitative 
studies, and 2) a review of quantitative and mixed methods studies was conducted to 
answer this question: 
In low- and middle-income countries, what are the factors that influence fathers 
attendance at labour and birth when it is the woman’s choice? 
2.2.1. Methods 
The methods of the review followed a protocol registered with Prospero in December 
2016 (registration number CRD42016053429). 
i) Review designs 
The term “systematic review” is defined as a review method that applies rigorous 
search, screening, and selection to locate, assess, and synthesize available primary 
quantitative, qualitative, or mixed methods studies about a research issue of interest 
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(Higgins and Green, 2011).  Harden and Thomas (2005) suggested three approaches 
to synthesising findings of systematic reviews: i) a statistical aggregation or meta‐
analysis of trials of interventions tackling a particular health, social or educational 
problem, ii) synthesis of studies examining people’s perspectives or experiences of a 
certain problem using qualitative analysis, and ii) a mixed methods synthesis that may 
integrate the findings of the quantitative and qualitative syntheses. This 
methodological approach contributes to the synthesis of evidence about the subject, 
and suggests recommendations for policy and practice improvement, and highlights 
gaps that need further research (Moher et al., 2007, Boland et al., 2013, Bettany-
Saltikov, 2012). The methodology relies primarily on conducting an exhaustive search 
of all possible sources of published primary and secondary empirical evidence and 
grey literature about the review question (Bettany-Saltikov, 2012).  
The review of qualitative studies applied a metasynthesis approach. Metasynthesis is 
an interpretive analysis of qualitative findings to gain a deeper understanding of 
particular phenomena of interest (Given, 2008, Thorne, 2015). According to Ludvigsen 
et al. (2016), metasynthesis is a method of qualitative synthesis that pools together  
qualitative studies of different designs by identifying commonalities among them which 
in turn lead to the generation of new themes about a particular phenomenon. 
Synthesised qualitative studies can offer comprehensive descriptions of events, 
relationships, or conditions intended to present hypotheses, themes, concepts, 
categories, or theories that go beyond the findings in primary studies (Ludvigsen et 
al., 2016, Sandelowski et al., 1997, Tong et al., 2016). For this reason, a 
metasynthesis approach was suitable for the review of qualitative studies to identify 
themes that could help to understand this practice from the context of LMICs and 
further identify possible factors influencing fathers’ attendance. 
The review of quantitative and mixed methods studies applied a systematic review 
approach to identify, assess the quality, and synthesise quantitative and mixed 
methods studies about fathers’ attendance at childbirth from LMICs to extend the 
findings of the meta-synthesis. When statistical aggregation of quantitative data is not 
possible (Haidich, 2010), the term ‘systematic review’ is used to denote the approach 
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undertaken in appraising and synthesising studies with heterogeneous quantitative 
study designs (Kastner et al., 2016, Popay et al., 2006). The systematic review design 
applied to the synthesis of quantitative and mixed methods studies because many of 
the quantitative studies about fathers’ attendance at childbirth included in the final 
synthesis applied varied quantitative designs.  
The findings of both phases are combined to present integrated themes. 
ii) Eligibility criteria 
Published and unpublished primary studies using qualitative, quantitative or mixed 
methods were eligible to be included in the review if they: a) if they had a discrete 
substantive section of findings on fathers’ attendance at labour and/or birth, b) were 
conducted in a LMIC; c) reported data on factors influencing fathers’ attendance at 
labour and birth from the perspectives of male partners, childbearing women or 
healthcare professionals; d) were published in English; and e) like the previous review 
(2.1.2) studies published from 2002 onwards were considered for inclusion because 
the theme of women’s choices of a birth companion; mainly the presence of the 
woman’s male partner at labour and/or birth became a popular topic of discussion in 
some LMICs in the 2000s (Khayat and Campbell, 2000, MacKeith et al., 2003, 
McCallum, 2005). Reviews were excluded but were used to identify relevant primary 
studies.  
iii) Search strategy 
The same search terms were used for both phases of the review and were based on 
four concepts; truncation, and MeSH terms were combined to formulate the search as 
follows:  
1. Father* OR dad* OR “paternal” OR “male partner” OR husband* OR men  
2. Birth* OR “labour stages” OR childbirth OR labour OR intrapartum OR parturition 




3. Factor* OR “psychosocial factors” OR feeling* OR influence* OR fear* OR 
perception* emotion* OR view* OR opinion OR attitude* OR facilitat* OR barrier* 
OR danger* OR constrain* OR experience* OR determinant* 
4. Attendance OR presence OR participation OR involvement OR support OR 
assistance OR coaching  
 
All four key search concepts and their synonyms were combined using the AND 
operator.   
The searches for Phases 1 and 2 were conducted separately using the same search 
terms. For Phase One, CINAHL, MEDLINE, and reference check of the reviews 
presented in 2.1 were searched to identify any eligible studies. For Phase Two, 
CINAHL, MEDLINE, ASSIA, PsychoInfo ProQuest, Web of Science, SCOPUS, and 
Google Scholar were searched. The search for Phase 1 was conducted in May 2016 
and updated in November 2016 and December 2018.  The search for Phase 2 was 
conducted September – November 2016 and updated in December 2018.  The search 
strategy was saved on CINAHL, MEDLINE, and Google Scholar. Alerts for each 
database were created to update search outputs until December 2018.  Whenever 
papers were released, they were screened to identify eligible studies that were added 
to the review. During the write up of this thesis, another update was performed to 
include papers published between January 2019 and January 2020. However,  they 
were not appraised but themes that emerged from them are summarised in 2.2.3. 
iv) Study selection 
Search results were exported to Endnote reference management software version 7 
(Reuters, 2016) and deduplicated.  At each phase, after de-duplication, records were 
evaluated by title and abstract to identify potentially relevant papers (Frampton et al., 
2017). A 10% sample was double-screened by two supervisors  to ensure the 
screening process was rigorous (Boland et al., 2013, Frampton et al., 2017). Where 
there was not enough information, or the paper was potentially eligible, the full text 
article was assessed against the inclusion criteria. Articles about which there was 
uncertainty were discussed with the supervisory team and consensus reached. 
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v) Data extraction and quality appraisal 
Relevant data including the objective of the study, setting, participants, sample size, 
recruitment and characteristics, and method of data collection and analysis were 
extracted by the researcher.  
Assessment of study quality gives an indication of the strength and weakness of 
evidence provided by the review. Appraising the quality of studies to include in the 
reviews contributes to addressing the issue of whether the studies included in the 
review are rigorous enough to guide treatment, prevention, intervention, policy, or the 
understanding of a certain phenomenon (Boland et al., 2013, 2006). Young and 
Solomon (2009)  add that quality appraisal highlights strengths and weaknesses of a 
paper in order to determine the usefulness and validity of its findings. In this process, 
a greater focus should be paid to the appropriateness of the study design for the 
research question and the key methodological features of selected design. In addition, 
reviewers are reminded to consider the suitability of the statistical methods applied 
and their subsequent interpretation, potential bias, and the relevance of the findings 
to nursing and health practices (Greenhalgh, 2014). It should always be considered 
that there may be gaps in methodological reporting of the studies that can affect the 
validity and reliability of the quality appraisal process (Littlewood et al., 2010). Despite 
indicating that low quality studies may significantly bias the findings of systematic 
reviews, excluding studies on the basis of quality may not always guarantee that all 
biases from primary studies are minimised. Whilst reporting the results of the two 
phases, aspects of studies assessed to be at high risk of bias were highlighted and 
whenever poor reporting and/or any bias was evident, cautious interpretation of the 
results was advised.  
Quality appraisal of qualitative studies used  the Critical Appraisal Skills Programme 
(CASP)  checklist (CASP, 2014). This checklist was selected because it provides 
detailed guiding questions that are considered while assessing the methodological 
rigour, credibility of the methods used, and the relevance of the results of papers for 
qualitative evidence synthesis. The CASP tool focuses on assessing the credibility, 
confirmability, trustworthiness of the findings, and the transferability of the findings in 
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relation to the review question and aim (Treloar et al., 2000, CASP, 2014). However, 
the tool does not assess the influence of funding on studies’ findings It was important 
to add the funding component because it is likely to lead to publication bias due to 
selective reporting (van Lent et al., 2013). This can in turn affect the trustworthiness 
of the findings. 
For the quality assessment of both quantitative and mixed methods cross-sectional 
studies, AXIS, an appraisal tool for surveys, was used (Downes et al., 2016). The AXIS 
checklist offers a multi-dimensional evidence-based approach to appraising the quality 
of surveys. The tool has been developed, assessed, and validated by a panel of 
experts in public health, medicine, and epidemiology (Downes et al., 2016). When the 
review of quantitative and mixed methods studies was done, AXIS was identified as 
the only relevant checklist to evaluate the rigour in reporting and the quality of surveys 
(Downes et al., 2016). The key components assessed include the transparency in 
reporting and the study’s quality based on its objectives, methods, results, discussion 
of the findings, and ethical issues (Downes et al., 2016). However, the AXIS checklist 
does not include the setting of the study as one of the contextual factors that may 
positively or negatively affect the quality of the study. 
The quality of experimental and quasi-experimental studies was appraised using the 
SURE checklist (SURE, 2013). Consistent with the quality appraisal checklists of the 
reviews, qualitative studies, and quantitative as well as mixed methods, the SURE 
checklist was suitable to evaluate the quality of experiment studies based on their 
reporting by the authors. Studies were critically assessed by the researcher and 
discussed with the supervisory team. 
While other reviewers may focus on excluding papers they judge of poor quality 
(Sanderson et al., 2007), in these reviews, no studies were excluded on the basis of 
poor quality because the aim was to report the current status of evidence about fathers’ 
attendance at childbirth in the LMICs. Including all papers in the review led to the 
identification of gaps that needed further research. However, some of the reporting 




vi) Data synthesis 
A meta-synthesis analysis was used to synthesise data from qualitative studies. There 
was no qualitative data from the mixed methods studies that was relevant to the review 
question. The analysis entailed three overlapping stages (Tacconelli, 2010, Ludvigsen 
et al., 2016); free line-by-line coding, organisation of codes into related themes, and 
the development of new themes corresponding to the review question (Ludvigsen et 
al., 2016, Tacconelli, 2010, Tong et al., 2014).  
 A narrative approach was used to synthesise quantitative data from the quantitative 
and mixed methods studies. Descriptive measures and statistical tests from primary 
studies were reported narratively (Ryan et al., 2009). 
Three major topics guided the allocation of themes for each systematic review and 
were pre-identified based on the review question.  These included 1) motivators to 
fathers’ attendance, 2) facilitators to fathers’ attendance, and 3) barriers to fathers’ 
attendance. The themes from the two reviews were first identified separately. Similar 
themes reflecting motivators, facilitators and/or barriers from both phases were 
synthesised and are reported together (see Table 2.5); other themes that were unique 
to either the review of qualitative studies or the review of quantitative and mixed 
methods studies  are reported separately (see Table 2.5).  
2.2.2. Findings 
Search outcomes, quality assessment, and themes that emerged from the two phases 
are presented. In the reporting of the results in the next sections, a mix of terms are 
used including male partner, father, husband, and man in accordance to how individual 
studies reported them. 
i) Search outcomes 
The search for Phase 1 yielded 3,070 unique records which were screened to identify 
33 eligible papers as presented in Figure 2.2. 
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Records identified  



































Reference check  
(n = 37) 
Screened after duplicates 
were removed  
(n = 3,070) 
Full texts assessed for 
eligibility (n=120)  
 
Studies excluded (n= 87): 56 had no 
substantial data about fathers’ attendance, 16 
were qualitative studies conducted in high 
income countries, 10 articles were opinion-
based papers and editorials, 5 papers were 







2,950 titles excluded after title and abstract 
screening because they did not meet the 
inclusion criteria  







The search for Phase 2 yielded 5,139 original records. Detailed results of the search 
and screening outcome are found in Figure 2.3. 




















Total number of records identified through database 
searching MEDLINE, CINAHL, SCOPUS, ASSIA, web 
of science, PsychoInfo ProQuest, and google scholar  



































Screened after duplicates 
were removed  
(n =5,139) 
Full texts that were 
further assessed for 
eligibility (n=104) 
Quantitative studies (n =30) 
Mixed methods studies (n=5) 
Studies excluded (n= 69); 17 qualitative 
studies, 7 from high income settings, 4 full texts 
were not accessible, 12 focused on fathers’ 
influence on delivery care utilisation, 10 
focused on birth preparedness and 
complication readiness, 4 opinion based 
papers, 3 focused on fatherhood, 6 on post-
birth stress disorders among fathers, 4 on 





5,035 records excluded 
after title screening and 
abstracts where available 
because they did not meet 
the inclusion criteria 
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ii) Study characteristics 
This systematic review included 68 studies: 33 qualitative, 30 quantitative, and five mixed 
methods studies (see Tables 2.3 and 2.4). The included studies were published between 
2002 and 2018 and were conducted in  27 LMICs, including seven low income countries 
(n=19 studies), 12 lower middle-income countries (n=31 studies), and eight upper middle-
income countries (n=18 studies). The studies focused on a range of topics including 
barriers to male partners’ involvement in maternal health, fathers’ attendance and 
experiences of childbirth, women’s perceptions of fathers’ presence, health providers’ 
attitudes to fathers’ attendance, women’s childbirth experiences, and the effects of 
fathers’ presence at childbirth. Included studies involved 18,051 participants; 5,517 men, 
10,471 women, 1,188 health providers, 851 female birth companions, 11 traditional birth 





Table 2.3: Characteristics of the included studies of Phase 1  Two 
Qualitative studies presented in this table are organised according to their respective LMICs blocks.  
Author(s)  Country   Study design and aim  Setting Sampling  Sample size  Data collection and analysis  
STUDIES FROM LOW INCOME COUNTRIES 
Kaye et al. 
(2014) 
Uganda  Phenomenological 
approach  
To gain a deeper 
understanding of male 
involvement during 
pregnancy and childbirth 
by exploring men’s 
perceptions, experiences, 
and practices  






16 men who came 







Deductive content analysis  
Kululanga et al. 
(2012a) 
Malawi   To investigate core causes 
of barriers to especially 
husbands’ involvement in 
maternal healthcare in rural 
Malawi setting 
 Descriptive non-
experimental design  
Two health centres 
and their catchment 












Focus group discussions  
Interviews 
Thematic analysis  
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Kululanga et al. 
(2012) 
Malawi  Exploratory descriptive 
approach  
To explore the views and 
experiences of men who 
















Content analysis  
 
Secka (2010) The 
Gambia  
No specific design was 
reported  
To explore socio-cultural 
factors affecting men’s 
involvement during 













attendants, and 2 
village health 
workers 
4 focus groups with 
14 husbands and 
14 women 
Interviews  
Focus group discussions 
 
Thematic content analysis  




To explore some of the 
underlying social and 
cultural factors affecting 
husbands’ involvement in 
Five areas of rural 
Gambia (Makka 
Farafenni, Kerr 
Ardo, Kerr Gumbo, 
Mballow Omar and 
Purposive 
sampling  
Five focus groups 
that involved 50 
men 
Key informant 
interviews with 6 
TBAs  
Interviews 
Focus group discussions 
Thematic analysis approach  
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maternal health issues 
pertaining to pregnancy 
and delivery in rural 
Gambia. 
Bakindik) in the 
North Bank Region. 
Mullany (2006) Nepal   No specific 
design/approach reported 
To explore men’s, 
women’s, and providers’ 
attitudes towards the 
promotion of male 
involvement in maternal 
health; particularly during 







14 couples and 
three women 
whose husbands 
could not be 
located at home  
Focus group 
discussions were 
conducted with 17 
couples and six 
additional women 
whose husbands 







Focus group discussions 
Thematic analysis  
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Sapkota et al. 
(2012) 
Nepal  No specific design reported 
To explore the immediate 
husbands’ experiences of 













13 first time fathers 
who supported 
their wives during 
labour or delivery 
Interviews 
Thematic analysis  
Lewis et al. 
(2015) 
Nepal  In-depth interviews  
To explore the nature of 
the husbands’ roles and 
involvement, the factors 
which influence or 
discourage their 
involvement, and their 
perceptions of the mother’s 
and the child’s needs. 








mothers, and three 
mothers in law 
were held.  
Interviews  
Grounded theory analytical 





To explore the meaning of 
a poor childbirth 
experience as expressed 
by women who had given 
birth in Rwanda. 
Two health facilities 
in the Northern 
Province and Kigali 
city  









Ndirima et al. 
(2018) 
Rwanda In-depth interviews 
To understand the non-
clinical aspects of care that 
rural woman in Rwanda 








5 midwives  
Interviews  
Content analysis 
Påfs et al. 
(2016) 
Rwanda Naturalistic inquiry 
approach  
To explore recent fathers’ 
perspectives about their 
roles during childbearing 
and maternal care-seeking 
within the context of 
Rwanda's political agenda 
for gender equality. 
One health facility 





6 focus groups 




Focus group discussions  
Naturalistic inquiry approach  




Qualitative study guided by 
the World Health 
Organisation quality of care 
framework  
To explore what “quality of 
care” means to 
childbearing women in 
Nigeria and Uganda, as a 
Eight health 
facilities and facility 
catchment areas in 









21 Focus group 
discussions 
In-depth interviews 
Focus group discussions  




means of ensuring that 
women’s voices and 
opinions are prioritized 
when developing 
interventions to improve 
quality in maternity care 
provision. 
Lwanga et al. 
(2017) 
Uganda Explorative qualitative 
design 
To assess companionship 
during delivery; men’s 
perception and 
experiences during 
pregnancy and delivery. 
St Francis Hospital 
Nsambya, a private 
not for profit facility 
Purposive 
sampling 
16 men Interviews  
Content analysis approach  
Maluka and 
Peneza (2018) 
Tanzania Cross-sectional qualitative 
design 
To explore local 
perceptions about male 
involvement in pregnancy 
and childbirth in Tanzania. 
Six health facilities 
in Masasi District 




20 women who 
attended ANC 
appointments 
13 Male partners 
4 Health providers 
5 Traditional birth 
attendants 
6 religious leaders 
7 Village leaders 
Interviews 
Thematic analysis approach  
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8 District Health 
Managers  
STUDIES FROM LOWER MIDDLE-INCOME COUNTRIES 
Kwambai et al. 
(2013) 
Kenya  No specified design 
To identify factors that 
facilitate or constrain men’s 
involvement in ANC and 
delivery care in Western 
Kenya 
Asembo, a rural 




groups of  
Eight focus groups 
that involved 68 
men  
 
Focus group discussions 
Thematic framework approach  
Dumbaugh et 
al. (2014) 
Ghana  No specific design was 
reported   
To fill the gap in the 
existing literature and 
inform future interventions 
by increasing knowledge 
and understanding of the 
potential of male 
involvement in new-born 
care in a rural African 
setting.  
Brong Ahafo Region  Purposive 
sampling  
25 birth mothers 
who delivered at 
home 
-12 male partners 
-Two focus groups 
that involved 22 
male partners 
Interviews 
Focus group discussions 
Qualitative Research Review 
(RATS) guidelines  
Ganle et al. 
(2016) 
Ghana No specific design reported 
To examine women's 
perspectives on men's 
Seven communities 
across two districts - 
Wa West and 
Purposive 
sampling  
14 Focus groups 
that involved 125 
women 
Focus group discussions 




involvement in maternal 
and child healthcare in 
Ghana, focusing on the 
Upper West Region as a 
case example. 
Lambussie-Karni 
districts in the 
Upper 
West Region (UWR)  
Emelonye et al. 
(2016) 
Nigeria  Qualitative cross-sectional 
design   
To investigate the barriers 
inhibiting the use of 
spousal presence for 
childbirth pain relief in 
Nigeria. 
Four general 






women and 142 
spouses  
Questionnaires with open-ended 
questions  
 
Content analysis was applied 




Syria  Descriptive 
phenomenological 
approach 
To explore the roles of a 
father during childbirth as 





in the city of Tartous 
Purposive 
sampling  
-23 mothers and 
14 both first and 
subsequent 
parents 
Five focus groups 
that involved 14 
mothers and 6 
fathers  
Interviews 













23 mothers and 14 
fathers both first 
- Key informant interviews 
Focus group discussions.  
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To explore Syrian parents’ 
perceptions of barriers to 





in the city of Tartous 
and subsequent 
parents 
Five focus groups 
that involved 14 




Carter (2002) Guatemala No specific design reported 
To help clarify husbands’ 
roles in maternal health 
and men’s and women’s 
perspectives on these 
roles.  
Five communities in 






12 focus groups 
and 33 individual 
interviews with 




-Focus group discussions 
Interviews.  




India  No specific design reported 
To identify some of the 
factors contributing to poor 
male participation in 
maternal and neonatal care 
in Urban Tamil Nadu, India.  
Pulianthope Health 
Post from North, 
Vadapalani Health 
Post from the south 
and Shenoy Nagar 
Health Post from 
the central division, 
Urban Tamil Nadu. 
Not reported  24 men and 24 
women; 
Three focus groups 
Interviews 
Focus group discussions 
Analytical analysis not reported 
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Kaveri and Aik 
(2016) 
India  In-depth interviews 
To explore the perceptions 
of pregnant woman, 
husband, and service 
providers about the 
presence of husband as a 
birth companion during 
childbirth. 
Two hospitals in 
Kolkata (one private 
and public facility), 





Focus group discussions 
Analytical plan applied not reported 




Botswana Explorative approach 
To explore and describe 
the views of Botswana 
adults of childbearing age 
towards support during 
labour and childbirth 
One private clinic 
with a maternity 
wing in the urban 
area in Botswana 
and a Primary 
Hospital in a rural 
area  
Purposive sample 
used to recruit 
female 
participants who 
have given birth 
in the previous 
two years. 
Convenience 
sample used to 





Focus group discussions 
Creswell’s approach to qualitative 
data analysis  
Moreira Silva et 
al. (2015) 




Not reported 10 men who 
accompanied their 
Interviews 
Thematic content analysis  
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To analyse the opinion of 
men who accompanied the 
partner during labour/birth 
and witnessed the birth of 
his son.  
partners during 
labour and delivery 
 
de Souza 
Francisco et al. 
(2015) 
Brazil  Descriptive exploratory 
design  
To explore the 
expectations and meanings 
that individual fathers 
ascribe to their presence at 
birth. 
One maternity unit 
of a public hospital 
in Santa Catarina 
-Not reported 12 men who 
informed the 
authors that they 
were fathers of the 
new-born and were 
present throughout 
the birth process.  
Interviews 
Thematic analysis  
de Melo and de 
Brito (2013) 
Brazil  Descriptive exploratory 
study  
To analyse the perceptions 
of the fathers about their 
presence in the labour 
room during their child’s 
birth.  
Not reported  Not reported 12 men who were 
present during the 
birth of their child 
Interviews. 
 
Content analysis  
Alves et al. 
(2013) 
Brazil  Descriptive exploratory 
design  
To understand the 
inclusion of the companion 
Obstetric Care Unit 
of the University 
Hospital from the 













support in the obstetric 
ward and to identify the 
actions developed to 
support the pregnant 
mother during labour, 
delivery, and immediate 
postpartum.  
Federal University 
of Santa Catarina 
sisters, two 
mothers, one aunt 
and one sister in 
law.  
The data registration done in a filed 
diary, and the notes were made 
after each observation; 
Data was analysed according to 
Trentini and Paim (2004) processes  
Souza and 
Gualda (2016) 
Brazil  Thematic oral history 
approach 
To identify the experiences 
of women and their 
coaches during the 
childbirth process in a 
public maternity hospital 
from Parana State, Brazil. 
Maternity 
department of a 
university public 
hospital linked to 
the nursing and 
medical programs at 
the Universidade 
Federal do Paraná 
(UFPR), in the city 
of Curitiba 





The textualisation and re-
textualisation approach 




Qualitative component of 
the baseline intervention 
study on men’s 
involvement in maternity 
health  
Eight urban and 
four rural clinics that 
fell in the 
administrative area 
of the Prince 





were pregnant at 





Data analysis not reported 
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To obtain input which 
would help in the design of 





the time, and 










To determine male 
partners’ views on their 






Vleifontein clinics of 
Makhado 
Municipality in 
Limpopo Province  
Purposive 
sampling  
15 men whose 
wives/partners had 
had pregnant 




Open coding method used to 
analyse data.  






To explore and describe 
the expectations 
concerning care provided 




hospital labour ward 
situated in a semi-
rural area of the 
Gauteng Province  
Purposive 
sampling  
-5 fathers  An interview guide with 
unstructured questions was used 
The theory of Health Promotion in 







Two health facilities 




- 5 fathers who 
attended labour 
and other five 
-Interviews 
Content analysis  
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To explore and describe 
the experiences of black 
fathers concerning support 
for their wives /partners 
during labour. 
one private and one 
public hospitals 
fathers who did not 
attend their 













Table 2.4: Characteristics of the included studies of Phase 2 
Survey studies that applied different designs, mixed methods studies, and experimental studies are presented in this table. Studies 
are arranged according to the economic block of the LMICs.   
Author  Country of 
origin  




Methods of data 
collection  
STUDIES FROM LOW INCOME COUNTRIES 
Addisalem 
(2014) 
Ethiopia To determine the 







6 Health facilities 
in Akaki Kaliti 
Sub-City  
422 married women 
who had given birth 
in the past year 
during the study 






sampling to select 
sites for the study 
 













Ethiopia  To assess the attitude 
of women in response 
to labour support 
based at the 
institutional deliveries.  
Three Hospitals in 
Addis Ababa 
406 women who 

























Blantyre City, in 
the 
Southern region; 





hospital and one 
health centre in 
Blantyre Southern 
Region 
220 mothers who 
had normal 
deliveries, 60 
midwives who were 
on duty, and 325 
potential companions 
for the first study. 
 192 supported 
women, 148 
companions, and 25 
health professionals 
the second study  
Systematic 
sampling 





















Nepal  To examine whether a 
woman in Nepal feels 
more in control during 
labour when her 
husband is present, 
compared to when 
another woman 
accompanies her or 









309 first time 
mothers whose 
husband or a female 
friend was available 
to stay in the hospital 
throughout the birth 
process.   
 
All women who 
voluntarily 
consented and 
who met the 










used the Labour 
agentry scale (LAS) 
and the visual 







Rwanda  To assess the level of 
male partner 
involvement in the 
birth plan, the attitude 
of the women towards 
maternal care and 
factors associated with 
birth 
preparedness/complic
ation readiness among 
obstetric referrals in 




350 pregnant women 
who presented as 
referrals at the 










STUDIES FROM LOWER MIDDLE-INCOME COUNTRIES 
Adeniran et 
al. (2015) 
Nigeria To evaluate the 
expectations of 
pregnant women on 




Four public and 
four private health 
facilities in Illorin.  
506 consenting 
pregnant women 
who were receiving 
antenatal care at the 
study sites  






















Kenya To investigate the 
views of Kenyan 
women concerning the 
presence of their 
intimate partners in the 
birthing place and the 
factors influencing 
their choice of social 


















Nigeria  To evaluate the 
perception, attitude 
and practice of birth 
attendants concerning 
the requests in 
Nigeria. 
Six public and six 
private health 
facilities in North 
Central  
564 health providers Stratified random 
sampling used to 





Instruments used not 
described.  
Dim et al. 
(2011b) 
Nigeria To identify the 
experiences and 
preferences of 
parturient as regards 
support in labour. 
To describe the 






parturients who had 
vaginal birth within 













respect to labour 
support and measure 
maternal preferences.  
Iliyasu et al. 
(2010) 
Nigeria  To assess men’s 
perception of high-risk 








To assess the attitude 
of female partners 
towards men’s 
participation in 
maternity care.  
 Ungogo town  
 
 
400 married men 
whose partners have 










Face to face 
interviewer 
administered 




leaders using an 




Bello et al. 
(2008) 
Nigeria  To document the 
attitude and 
preferences of 
pregnant women about 
social/emotional 
University College 





















support while in labour 
and also to seek 
factors that may 
influence such 
attitudes. 
Oboro et al. 
(2011) 
Nigeria  To assess the 
attitudes of Nigerian 
women regarding the 
presence of a 
husband/partner 







public hospital in 
Osogbo, Osun 
State 













Nigeria To assess the level of 
participation of 
Nigerian men in 
pregnancy and birth, 
the attitude of the 
women and likely 
targets for improved 




















Bello et al. 
(2013) 
Nigeria  To assess the 
perception, attitude, 
and involvement of 




























not able to read. 
Umeora et 
al. (2011) 
Nigeria To evaluate factors 
motivating men to 
accompany and stay 




















Nigeria  To investigate the 
perceptions of women 
of childbearing age in 
Ogun state of 
husband’s or partner’s 
support of their 
spouses during 
4 public hospitals 
in Ogun state 
 
 
200 women attended 



















India  To examine the 
involvement of men 
during pregnancy and 
childbirth.  
 AshwiKhurd and 
Talegaon primary 
health centres in 
Ahmadnagar 
1091 men whose 
wives had given birth 
to at least one child 
in the last three 
years preceding the 
survey  
One third of the 
wives/partners 
(n=340) of selected 
male participant  
 






Face to face 






India  To detect whether 
expectant fathers 
genuinely want to be 
present at birth and 
know their opinion 
about participation; 
To determine their 
involvement in care of 




Tamil Nadu  
40 married expectant 
fathers living 
together with their 
partners at the time 










A questionnaire was 
used, but very limited 
information about 




Wai et al. 
(2015) 
Myanmar  To identify the factors 
associated with 
husbands’ involvement 







426 men who had at 
least one child within 
two years at the time 
of interview 







adapted from survey 
tools and indicators 




Ampt et al. 
(2015) 
Myanmar To assess 
sociodemographic, 
knowledge and 
attitude correlates of 
male involvement in 
maternal and neonatal 
health 
Ten residential 
wards and one 
industrial ward 
in South Dagon 
Township,  
North of Yangon 
203 married men 
with a child up to one 




















Egypt  To identify the wife's 
attitude towards the 
presence of husband 
in the labour room 











interview sheet and a 
tool that was used in 








Philippines  To assess and 
determine the feelings 
and experiences of 
first-time fathers during 
labour and delivery of 
their partner/wife. 
One government 
hospital in Samar  











applying the Kuopio 
Instrument for 
Fathers (KIF)  




To explore and assess 
the knowledge, 
attitude and role of 
men from the Mendi 
district of Southern 
Highlands province in 
regard to antenatal 
care, supervised birth, 
family planning and 
prevention of 
HIV/AIDS/STI and to 
assess the service 
providers’ capacity to 
involve men in its 
programmes. 





 222 married men 
Health workers and 
Village leaders 
known to have broad 
knowledge and 
experience in all 
aspects of health 
care delivery  
Simple random 
sampling to select 







used to select 
















A semi structured 
interview guide to 
collect data 
regarding service 
factors from officers 
in charge of six 
district health 
facilities 
Two focus group 







Salvador  To provide a baseline 
perspective on the 
prevalence of 
Salvadoran men’s 
attendance at prenatal 
care, delivery, and 
postpartum well-baby 
care and on socio-
demographic factors 
associated with their 
attendance, with the 
goal of informing 
efforts to help men 
play more positive 
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418 men aged 15 to 
59 who reported 
having fathered 
at least one live-born 
child in the five years 
preceding the survey 
One resident 
male aged 15 to 













Guatemala  To analyse husbands’ 
advice to and care of 
women during 
pregnancy and their 
attendance at the birth, 
using survey and 





1786 women who 
reported that their 
male partners 
attended their latest 
birth; 
 
The study is a 
secondary data 
analysis of PEMIT 
survey carried in 
1994-1995 that 
focused on 













sample of rural 
communities in four 
areas of Guatemala.  
The qualitative data 
with 80 mothers 
12 focus groups of 







sampling to select 
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Ghana  To explore pregnant 
women’s attitudes 
towards the inclusion 
of a lay companion as 
a source of social 
support during labour 






























during pregnancy and 
labour in order to 
encourage other 
husbands’ participation 
with the view of 
improving maternal 
















STUDIES FROM UPPER MIDDLE-INCOME COUNTRIES 
Zhang and 
Lu (2014) 
China  To explore the 
childbirth expectations 
of Chinese expectant 





Child Health care 
Centre in Beijing  
210 expectant first 













He et al. 
(2015) 
China  To examine Chinese 
fathers’ feelings 
related to their 
partners’ labour and 
Postnatal ward of 
a tertiary hospital 
in Fujian Province  
403 fathers who 
accompanied their 













birth as well as views 
on their presence 
during the labour and 
birth. 
birth in the study 
hospital 
Used the Kuopio 
Instrument for 
Fathers (KIF), 




Iran  To evaluate the 
attitudes of couples to 
the husbands’ 
presence in the 
delivery room, and to 
determine their 
receptiveness to and 
the feasibility of 
introducing the 
practice into delivery 
rooms in the Islamic 




in Iran.  
 
150 couples who 

















Turkey  To determine the 
effects of fathers’ 
attendance to labour 
and delivery on the 
experience of 
childbirth in a 
Maternity unit of 
Istanbul 
University 




risk women  
Information forms 
given to 142 
volunteer women 
who were 








during labour and 





university hospital in 





 Only 57 women 
informed the 
researcher by 
phone and invited 
her to birth when 
labour began.  
 
Family introductory 
form and Perception 
Birth Scale 
Father Interview 




experiences in labour 
and delivery 









Turkey  To determine Turkish 
women’s and their 
spouses’ views on 





170 couples who 
stayed in the 
postpartum unit  
convenience 











Russia  To assess the 
attitudes of Russian 
women toward the 
presence of a support 























at maternity staff 
promoting childbirth 
companions.  






















The same interviews 
were held 8 months 
after the intervention 
for follow up    
Chunuan et 
al. (2007) 
Thailand  To compare the ideas 
of postpartum women, 
their relatives, and 
healthcare providers 
relating to the hospital 
policy that does not 
permit the attendance 























birth and during 
intrapartum. 
60 to 120 in the 






iii) Summary of the quality of studies 
In Phase 1 (see the results of the quality appraisal of qualitative studies in Appendix 
2.2), all qualitative studies stated their aims clearly and  explicitly described the 
inclusion criteria and methods used to generate data. Two studies (Carter, 2002, 
Mullick et al., 2005) did not discuss consent, or other ethical issues. Analytical 
approaches and evidence to support the findings were provided in all except one study 
(de Melo and de Brito, 2013). Eleven papers did not discuss the credibility of their 
findings (Carter, 2002, de Melo and de Brito, 2013, Kwambai et al., 2013, Sapkota et 
al., 2012a, Alves et al., 2013, Arunmozhi et al., 2015, Emelonye et al., 2016, Lewis et 
al., 2015, Mullick et al., 2005, Secka, 2010, Souza and Gualda, 2016).  
In Phase 2 (see the of the quality appraisal of cross-sectional studies and experimental 
studies in Appendix 2.3), 18 out of 32 surveys did not justify the sample size 
(Alexander et al., 2014, Ampt et al., 2015, Bakhta and Lee, 2010, Carter, 2002, 
Chunuan et al., 2009, El-Magrabi and Mohamed, 2012, Janula et al., 2014, Kalisa and 
Malande, 2016, Kura et al., 2013, Labrague et al., 2013, Morhason-Bello et al., 2008, 
Oboro et al., 2011, Olayemi et al., 2009, Olugbenga-Bello et al., 2013, Singh and Ram, 
2009, Sokoya et al., 2014, Umeora et al., 2011). Five studies (Chunuan et al., 2009, 
Morhason-Bello et al., 2008, Oboro et al., 2011, Olayemi et al., 2009, Olugbenga-Bello 
et al., 2013, Teshome et al., 2016) lacked details of the inclusion criteria. Ten studies 
reported measures undertaken to minimise non-response (Addisalem, 2014, Adeniran 
et al., 2015, Carter and Speizer, 2005, Dim et al., 2011b, He et al., 2015, Janula et al., 
2014, Labrague et al., 2013, Ngoma and Chongo, 2013, Teshome et al., 2016, Zhang 
and Lu, 2014). All except one study (Sokoya et al., 2014) reported how outcome 
variables reflected their aims. In seven studies the outcome variables were measured 
using non-validated instruments (Adeniran et al., 2015, Alexander et al., 2014, Bakhta 
and Lee, 2010, Carter, 2002, Carter and Speizer, 2005, Olayemi et al., 2009, Teshome 
et al., 2016). Eight studies did not discuss ethics and consent (Carter, 2002, Carter 
and Speizer, 2005, Dim et al., 2011b, Modarres Nejad, 2005, Morhason-Bello et al., 
2008, Oboro et al., 2011, Olayemi et al., 2009, Singh and Ram, 2009). Unlike some 
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surveys, experimental studies provided sufficient information about the recruitment 
process. 
iv) Synthesis of the findings 
Themes from Phase 1 and Phase 2 were grouped into three broad categories: 
motivators; facilitators; and barriers that may determine male partners’ attendance at 
childbirth in LMICs (Table 2.5). Whilst the motivators to male partners’ attendance 
were from the perspectives of only male partners, the facilitators and barriers were 
from the perspectives of male partners, women, health professionals, and community 
leaders.   
 Table 2.5: Themes that emerged from synthesised studies 






Motivators  To be there for their partners     
Facilitators Women’s wish for male partners’ 
presence  
    
Support from healthcare 
professionals 
   
Couples’ current relationship and 
closeness 
    
Educational attainment    
Positive attitudes towards male 
partners’ attendance 
    
Men accompanying their partners 
to antenatal care visits 
   
Barriers  Restrictions imposed by health 
facilities  
    
Professionals’ negative 
perceptions 
   
Sociocultural barriers      
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Lack of information and 
preparation on childbirth   
   
Men’s negative experiences    
Women’s choices      
Lack of privacy     
Work-related constraints     
Family structure influence      
 
1. Motivators to fathers’ attendance  
Motivators of fathers’ attendance at childbirth were garnered from fathers who 
attended childbirth and those who had not yet attended labour and/or birth.  
Fathers’ presence was viewed as an important practice to uphold. Some fathers 
expressed their intention to ‘be there for their partners’ as reported in 19 studies, 
including 13 qualitative studies and six quantitative studies (de Souza Francisco et al., 
2015a, Kaye et al., 2014, Kululanga et al., 2012, Kwambai et al., 2013, Moreira Silva 
et al., 2015b, Sengane, 2009, Alves et al., 2013, Lewis et al., 2015, Lwanga et al., 
2017b, Påfs et al., 2016b, Premberg et al., 2011, Raju et al., 2014a, Gungor and Beji, 
2007, He et al., 2015, Labrague et al., 2013, Raju et al., 2014, Taşhan and Duru, 2018, 
Umeora et al., 2011, Lwanga et al., 2017a). Reasons for attendance varied depending 
on the country’s societal and cultural understanding of fathers’ roles during childbirth. 
In a study from Brazil, fathers said they attended childbirth because they thought it 
was their right to participate (de Souza Francisco et al., 2015). In contrast, men from 
studies conducted in Uganda, Rwanda, and Tanzania held the view that fathers would 
not necessarily be physically present at childbirth but should stay within the premises 
to receive updates on the woman’s labour progress (Kaye et al., 2014, Maluka and 
Peneza, 2018, Ndirima et al., 2018). Some men whose partners birthed in private 
hospitals stated that they attended birth to provide emotional support to their partners 
(Kululanga et al., 2012, Secka, 2010, Kululanga et al., 2012). Other reasons that 
motivated fathers to attend included the fulfilment of their responsibility (Abushaikha 
and Massah, 2012, Kaye et al., 2014, Sengane, 2009, Moreira Silva et al., 2015, Alves 
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et al., 2013, Lwanga et al., 2017), safety of the mother and baby during their stay at 
the health facility (Kwambai et al., 2013), and curiosity to witness what happens during 
childbirth (Sapkota et al., 2012, Kaveri and Aik, 2016b, Lwanga et al., 2017). Some 
fathers said they would participate in childbirth to play a role in decision-making about 
the care given to their partners (Kwambai et al., 2013, Kululanga et al., 2012, Lwanga 
et al., 2017, Lwanga et al., 2017).  
Cross-sectional surveys provided estimates of some of the reasons that led to fathers’ 
attendance (Gungor and Beji, 2007, He et al., 2015, Janula et al., 2014, Umeora et 
al., 2011, Labrague et al., 2013, Taşhan and Duru, 2018). In a study conducted in 
Nigeria involving 149 male partners, 81.2%reported that they attended childbirth 
because they felt it was needed, and 53.7% desired to  support their partners (Umeora 
et al., 2011). A study from the Philippines reported that 80.4% of 50 first time fathers 
attended childbirth because of anxiety about the birth outcome (Labrague et al., 2013). 
Two studies reported that 22.8% (n=34) of men from a study in China (He et al., 2015)  
and 6.5% (n=34) of men in a study from Nigeria (Umeora et al., 2011) attended 
childbirth to welcome their baby.  A study from Turkey reported that 73.9% (n=90) of 
male partners wished to attend childbirth to provide practical support for their partners 
such as assisting them to do breathing exercises during labour (Taşhan and Duru, 
2018). 
2. Facilitators of male partners’ attendance 
This broad theme covers individual and health system facilitators to male partners’ 
attendance.  
Women’s wish for male partners’ presence 
Five qualitative studies from Brazil, Nigeria, Rwanda, South Africa, and Uganda 
(Emelonye et al., 2016, Souza and Gualda, 2016, Mullick et al., 2005, Ndirima et al., 
2018, Bohren et al., 2017a) reported that some women wished to have their husbands 
as birth companions. A study conducted in Nigeria, reported that women who were left 
unattended by midwives wished their spouses were present with them (Emelonye et 
al., 2016). Some women reported that they wanted emotional support from their 
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husbands/partners (Bohren et al., 2017a). Other women whose husbands were 
present at childbirth reported that they felt protected and empowered to concentrate 
on the birthing task (Ndirima et al., 2018). Some women wanted their male partners to 
stay with them throughout childbirth to witness  the endurance of labour (Mullick et al., 
2005).  
Thirteen studies provided quantitative data on reasons why women wanted fathers to 
be present (Adeniran et al., 2015, Alexander et al., 2014, Dim et al., 2011, Morhason-
Bello et al., 2008, Sokoya et al., 2014, Zhang and Lu, 2014, Brown et al., 2007, Kalisa 
and Malande, 2016, Banda et al., 2010b, Teshome et al., 2016, Kiche, 2015, 
Emelonye et al., 2017b, Taşhan and Duru, 2018). In one study from Nigeria that 
involved 506 women, 345 desired their male partners’ presence at labour and birth 
and reasons included appreciation of the woman’s value (57.7%), witnessing the 
ordeal of childbirth (32.2%), interceding on their behalf for improved care (24%), 
receiving  encouragement from their partner (21%), and 7.9% perceived that fathers 
would develop an early bond with the baby if they attended childbirth (Adeniran et al., 
2015).  In two studies, 86.6% (n=102) from Nigeria and 86% (n=99) from Turkey 
women whose male partners were present at labour reported that their partners’ 
presence was important for them because they benefitted from their emotional, 
psychological, physical, and financial support (Emelonye et al., 2017b, Taşhan and 
Duru, 2018). 
Support from healthcare professionals 
Studies conducted in Brazil and Gambia indicated that health professionals assisted 
fathers with information during childbirth such as measures to relieve labour pain and 
helping partners to support women into alternative positions (Secka, 2010, Souza and 
Gualda, 2016). In some instances, receiving information from healthcare practitioners 
during antenatal classes enabled fathers to attend childbirth (Alves et al., 2013, de 
Souza Francisco et al., 2015, Moreira Silva et al., 2015, Sengane, 2009, Kwambai et 
al., 2013). Men who received information, guidance, and encouragement from health 
professionals in private health facilities attended childbirth and felt engaged in the birth 
process (Kululanga et al., 2012, Sengane, 2009, Alves et al., 2013). 
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Couples’ current relationship and closeness 
Six qualitative studies suggested that among couples who reported having a good 
relationship, male partners were more likely to attend childbirth (Lewis et al., 2015, 
Souza and Gualda, 2016, Kaye et al., 2014, Kululanga et al., 2012, Moreira Silva et 
al., 2015, Ndirima et al., 2018). Two quantitative studies complemented these findings 
(Addisalem, 2014, Carter and Speizer, 2005). For example, a survey from El Salvador 
reported that men who were married or in a stable relationship with their partners at 
the time of birth were more likely to attend than those in less stable relationships ( 
Carter and Speizer, 2005). 
Educational attainment 
Six quantitative studies (Adeniran et al., 2015, Dim et al., 2011, Morhason-Bello et al., 
2008, Oboro et al., 2011, Singh and Ram, 2009, Ampt et al., 2015) found that a higher 
level of education was associated with fathers’ attendance. Four studies conducted in 
Nigeria, found that the higher the level of the woman’s schooling, the more likely male 
partners were to attend the birth (Adeniran et al., 2015, Dim et al., 2011, Morhason-
Bello et al., 2008, Oboro et al., 2011). In a study in India, among men who reported 
that they attended childbirth, 48.3% (n=472) were educated at secondary school level 
and 57.1% ( n=389) had tertiary level education (Singh and Ram, 2009). 
Positive attitudes towards fathers’ attendance 
One qualitative study reported that some health providers thought male partners’ 
presence in the labour wards, would inspire them to use family planning (Kaveri and 
Aik, 2016). In addition, some midwives expressed that if male partners were allowed 
to attend childbirth, it would protect health providers  from accusations of negligence 
(Kaveri and Aik, 2016).  
In three quantitative studies, there was an association between positive attitude of 
women and male partners’ attendance. A survey from Ethiopia reported that 70.5% of 
women (n=277) viewed men’s involvement in childbirth as essential (Addisalem, 
2014). An Iranian study reported that 88.4% (n=130) of women and 82.1% (n=119) of 
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men had positive attitudes towards fathers’ presence during labour (Modarres Nejad, 
2005). A study from  Egypt reported that 64% (n=124) of women had positive attitudes 
to their male partners’ stay in the delivery room (El-Magrabi and Mohamed, 2012). 
Men accompanying their partners to antenatal care visits 
This theme was from three quantitative studies (Addisalem, 2014, Adeniran et al., 
2015, Carter and Speizer, 2005). A study from Ethiopia reported that women who 
attended antenatal care sessions with their husbands were 3.8 times more likely to be 
accompanied at birth than those who did not attend with their spouses (Addisalem, 
2014). A study from El Salvador reported that men who attended prenatal care with 
their partners were likely to attend birth (Carter and Speizer, 2005). 
3. Barriers to fathers’ attendance 
This theme encompasses individual, sociocultural, contextual, and health system 
related barriers that may limit fathers’ attendance. 
Restrictions imposed by health facilities  
Most public health facilities did not permit men’s presence at labour and/or birth and 
others restricted  fathers’ attendance (Abushaikha and Massah, 2012, Abushaikha and 
Massah, 2013, Carter, 2002, Dumbaugh et al., 2014, Kaye et al., 2014, Kululanga et 
al., 2012d, Kwambai et al., 2013, Mullany, 2006, Sengane, 2009, Sengane et al., 2012, 
Emelonye et al., 2016, Nesane et al., 2016, Secka, 2010, Souza and Gualda, 2016, 
Mukamurigo et al., 2017, Påfs et al., 2016, Bohren et al., 2017a, Kiche, 2015, Kaveri 
and Aik, 2016). For example, a study conducted in a public health facility in South 
Africa reported that male partners had to request permission in writing to attend the 
first stage of labour (Sengane, 2009). In Syria, male partners’ presence was prohibited 
in the second stage of labour (Abushaikha and Massah, 2012, Abushaikha and 
Massah, 2013). Lack of written protocols and some providers’ negative attitudes also 
limited male partners’ attendance (Abushaikha and Massah, 2013, Emelonye et al., 
2016, Nesane et al., 2016, Secka, 2010, Souza and Gualda, 2016, Carter, 2002, 
Mukamurigo et al., 2017a, Bohren et al., 2017a). Eight quantitative studies assessed 
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the extent of this issue from the reports of men who wished to attend childbirth or of 
women who wanted their male partners to be present (Adeniran et al., 2015, Carter 
and Speizer, 2005, El-Magrabi and Mohamed, 2012, He et al., 2015, Iliyasu et al., 
2010, Sokoya et al., 2014, Sapkota et al., 2012a, Kiche, 2015, Adeniran et al., 2017). 
Available estimates indicate that between 32.5% and 95% of male partners were 
restricted from accessing maternity wards. 
Professionals’ negative perceptions 
Three quantitative studies reported health providers’ perceptions that may limit fathers’ 
attendance (Banda et al., 2010, Chunuan et al., 2007, Adeniran et al., 2017). A study 
from Malawi reported that 5% of 60 midwives thought that permitting fathers’ 
attendance would increase litigation (Banda et al., 2010). Another survey from Nigeria 
indicated that 60.4% (n=136) of health providers perceived that fathers might disturb 
the caring team, 23.6% (n=53) feared that fathers would sue the hospital for 
negligence, and 3.6% (n=8) thought that fathers would collapse upon seeing blood 
(Adeniran et al., 2017). 
Sociocultural barriers  
Sociocultural barriers to fathers’ participation in the birth process was mentioned in 16 
qualitative studies and one quantitative study (Abushaikha and Massah, 2013, 
Kgokgothwane and Nolte, 2002, Kululanga et al., 2012a, Kwambai et al., 2013b, 
Mullick et al., 2005, Emelonye et al., 2016, Arunmozhi et al., 2015, Nesane et al., 2016, 
Secka, 2010, Sengane, 2009, Moreira Silva et al., 2015, Abushaikha and Massah, 
2012, Sapkota et al., 2012a, Lewis et al., 2015, Lowe, 2017).  Studies from Gambia, 
Syria, Botswana, Malawi, Kenya, South Africa, Nigeria, and Rwanda reported that men 
and women in rural and semi-urban areas did not favour male partners’ presence at 
labour and/or birth. Participants in studies conducted in some regions of these 
countries reported that cultural norms assign pregnancy and childbirth as woman’s 
realm. In addition, patriarchal attitudes in some places viewed childbirth as an intimate 
event which a man should not witness (Abushaikha and Massah, 2013, Kgokgothwane 
and Nolte, 2002, Kululanga et al., 2012a, Kwambai et al., 2013, Mullick et al., 2005, 
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Emelonye et al., 2016, Adeniran et al., 2017, Ndirima et al., 2018, Påfs et al., 2016, 
Lowe, 2017). In one survey conducted in a rural Rwandan hospital,  51% of women 
(n=178) said that men’s presence at childbirth was not culturally appropriate (Kalisa 
and Malande, 2016). 
Lack of information and preparation on childbirth   
Fourteen qualitative studies contributed to this theme (Lwanga et al., 2017, Mullick et 
al., 2005, Nesane et al., 2016, Carter, 2002, de Souza Francisco et al., 2015a, Kaye 
et al., 2014, Kgokgothwane and Nolte, 2002, Kululanga et al., 2012, Kwambai et al., 
2013b, Moreira Silva et al., 2015, Mullany, 2006, Sapkota et al., 2012c, Sengane, 
2009, Sengane et al., 2012). Fathers who attended childbirth reported that insufficient 
preparation restricted their participation during childbirth (Carter, 2002, Kaye et al., 
2014, Kgokgothwane and Nolte, 2002, Kululanga et al., 2012, Kwambai et al., 2013b, 
Mullany, 2006, Sengane et al., 2012, Sapkota et al., 2012, Lwanga et al., 2017). 
Fathers who had not yet attended labour and/birth voiced their concern over the kind 
of support they could provide to their partners (Carter, 2002, Kaye et al., 2014, 
Kgokgothwane and Nolte, 2002, Kululanga et al., 2012, Kwambai et al., 2013, Mullany, 
2006, Sengane et al., 2012). 
Men’s negative experiences 
In hospitals that allowed male partners to attend, some men reported that they were 
embarrassed to be seen in labour wards (Kululanga et al., 2012d, Kwambai et al., 
2013, Sapkota et al., 2012, Taşhan and Duru, 2018, Abushaikha and Massah, 2013, 
Carter, 2002, Kaye et al., 2014, Maluka and Peneza, 2018).  Another embarrassing 
event for some men was vaginal examinations, which some participants labelled as 
an invasion to the couple’s privacy (Kululanga et al., 2012). Some men from Tanzania 
stated that they could not attend labour for fear that their partners might make offensive 
statements that might embarrass them (Maluka and Peneza, 2018). Another negative 
experience was fathers’ fear of seeing their partners in pain during labour and seeing 
blood during birth (de Melo and de Brito, 2013, de Souza Francisco et al., 2015, 
Kgokgothwane and Nolte, 2002, Kululanga et al., 2012, Moreira Silva et al., 2015, 
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Sapkota et al., 2012c, Sengane, 2009, Souza and Gualda, 2016, Kwambai et al., 
2013, Taşhan and Duru, 2018). 
Women’s choices 
Some women were against male partners’ presence at childbirth because they 
presumed that a man does not know about labour (Abushaikha and Massah, 2012, 
Abushaikha and Massah, 2013, Carter, 2002c, Kaye et al., 2014, Kgokgothwane and 
Nolte, 2002, Kululanga et al., 2012, Kwambai et al., 2013, Mullany, 2006, Ndirima et 
al., 2018, Ganle et al., 2016, Kaveri and Aik, 2016). Nine quantitative studies reported 
that women’s choice may be a limiting factor to fathers’ attendance (Adeniran et al., 
2015, Alexander et al., 2014, Bakhta and Lee, 2010, Dim et al., 2011b, El-Magrabi 
and Mohamed, 2012, Kalisa and Malande, 2016, Oboro et al., 2011, Maluka and 
Peneza, 2018, Taşhan and Duru, 2018). For example, a  study from Nigeria reported 
that  39.3% of 140 women perceived  that male partners’ presence was not needed, 
27.9% thought that fathers’ presence would disturb attending health professionals, 
and 18.6% perceived that  their partners could not cope with birth (Adeniran et al., 
2015).  
Lack of privacy 
Studies conducted in Nepal, Malawi, Syria, and Nigeria reported that lack of privacy in 
the labour wards may limit fathers’ attendance (Abushaikha and Massah, 2013, 
Emelonye et al., 2017a, Sapkota et al., 2012, Kululanga et al., 2012a). Men who have 
accompanied their partners to the birthplace reported that the way labour wards are 
designed and the high number of parturient women pose privacy issues to male 
partners’ presence (Abushaikha and Massah, 2013, Sapkota et al., 2012, Emelonye 
et al., 2017a). 
Work-related constraints 
Five qualitative studies reported that unavailability due to work was a limiting factor to 
fathers’ attendance. Some women reported that they were supported by their mothers 
or mothers-in-law at the time of birth because their husbands migrated to cities for jobs 
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(Lewis et al., 2015). Some fathers reported that they did not attend childbirth because 
the labour occurred when they were at work (Nesane et al., 2016, Ganle et al., 2016, 
Souza and Gualda, 2016). Similarly, quantitative studies from Nigeria and India 
echoed this finding. Singh and Ram (2009) found that 11% of men who reported to 
have not attended the birth of their babies were at work. In their study,  Adeniran et al. 
(2015)  reported that  26.3% (n=114) of women  whose husbands who did not attend 
the previous childbirth were not around during the time of birth because of work.    
Family structure influence  
Three quantitative studies from India, Nigeria, and El Salvador reported that family 
structure may limit fathers from attending childbirth (Carter, 2002, Singh and Ram, 
2009, Sokoya et al., 2014). For instance, in India, one study reported that 85% of men 
stated that they did not attend because  at the onset of labour, their partner was staying 
with her parents (Singh and Ram, 2009). In El Salvador,  women from extended 
families were less likely to report  male partners’ attendance than women from nuclear 
families (Carter, 2002). In a qualitative study from Gambia, some men who had more 
than one wife reported that they did not attend childbirth for fear of instilling jealousy 
among their co-wives (Lowe, 2017). 
2.2.3. Studies obtained after the search limit (January 2019-
January 2020) 
Findings from studies obtained after updating the review search are presented. 
Between January 2019 and January 2020, thirteen studies including five quantitative 
(Adeniran et al., 2019, Mohammed et al., 2020, Muheirwe and Nuhu, 2019, Rahman 
et al., 2020, Galle et al., 2019), one mixed-methods (Afulani et al., 2018), and seven 
qualitative studies (Asogwa et al., 2019, Demirci et al., 2019, Cheptum et al., 2019, 
Firouzan et al., 2019, Mselle et al., 2019, Kashaija et al., 2020, Teklesilasie and 
Deressa, 2020), were published. This high volume of papers published within this short 
period of time shows the topic is one of increasing interest to researchers in LMICs, 
more particularly from Sub-Saharan Africa because ten studies were from this region. 
Studies were conducted in Kenya (Afulani et al., 2018, Cheptum et al., 2019), Uganda 
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(Muheirwe and Nuhu, 2019), Ethiopia (Teklesilasie and Deressa, 2020), Iran (Firouzan 
et al., 2019), Turkey (Demirci et al., 2019), Tanzania (Kashaija et al., 2020, Mselle et 
al., 2019), Mozambique (Galle et al., 2019), Ghana (Mohammed et al., 2020), 
Bangladesh (Rahman et al., 2020), and Nigeria (Adeniran et al., 2019, Asogwa et al., 
2019). 
i) Facilitators of fathers’ attendance 
Six studies corroborated the theme of the woman’s wish for partner’s presence at 
labour and/or birth as a facilitator to fathers’ attendance (Galle et al., 2019, Demirci et 
al., 2019, Rahman et al., 2020, Mohammed et al., 2020, Adeniran et al., 2019, 
Kashaija et al., 2020).  
Significant new findings about the facilitators to fathers’ attendance were obtained. In 
a study conducted in one health facility in Tanzania, authors  perceived that fathers 
may attend childbirth as a way of adopting modern lifestyle, fulfilling women’s rights, 
and attending as a precautionary measure to prevent postnatal depression resulting 
from husbands’ absence during childbirth (Kashaija et al., 2020). A study from one 
Kenyan county reported that wealthier and more educated women were more likely to 
be accompanied by their male partners (Afulani et al., 2018). A cross-sectional study 
that involved 300 women who gave birth  in one Ghanaian hospital reported that 
women employed in the formal sectors were more likely to support the presence of 
male partner at birth (Mohammed et al., 2020). Women who were pregnant for the 
second time had 1.76 (95% CI 0.72, 4.29) increased odds of encouraging the 
presence of a male partner at birth compared to women who were pregnant for the 
first time (Mohammed et al., 2020). Previous caesarean delivery was significantly 
associated with 3.67 increased odds of a woman encouraging male partner presence 
at childbirth (Mohammed et al., 2020).  
ii) Barriers to fathers’ attendance 
Obtained studies extended substantially earlier reported barriers. Eight studies 
confirmed culture and traditional beliefs as barriers to fathers’ attendance (Firouzan et 
al., 2019, Mselle et al., 2019, Afulani et al., 2018, Muheirwe and Nuhu, 2019, Cheptum 
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et al., 2019, Adeniran et al., 2019, Mohammed et al., 2020, Teklesilasie and Deressa, 
2020). Six studies reported that some public health facilities still opposed the woman’s 
male partner’s presence at childbirth (Mselle et al., 2019, Firouzan et al., 2019, 
Rahman et al., 2020, Kashaija et al., 2020, Demirci et al., 2019, Cheptum et al., 2019). 
One study reported that health providers discouraged men’s presence at childbirth 
based on belief that men may lose sexual desire for their female partners  (Afulani et 
al., 2018). Four studies identified poor structural design of the labour and birth rooms 
as a limiting factor to fathers’ attendance (Mselle et al., 2019, Firouzan et al., 2019, 
Kashaija et al., 2020, Cheptum et al., 2019). Five studies reported unavailability of 
men due to work demands may affect their attendance at childbirth (Firouzan et al., 
2019, Rahman et al., 2020, Kashaija et al., 2020, Muheirwe and Nuhu, 2019, Cheptum 
et al., 2019). Seven studies identified the women’s choices as a limiting factor to 
fathers’ attendance (Firouzan et al., 2019, Afulani et al., 2018, Rahman et al., 2020, 
Mohammed et al., 2020, Demirci et al., 2019, Cheptum et al., 2019, Teklesilasie and 
Deressa, 2020). Lastly, three studies confirmed family structure  as a constraint to 
fathers’ attendance (Teklesilasie and Deressa, 2020, Cheptum et al., 2019, Firouzan 
et al., 2019).  
A study conducted in Iran confirmed previous results on the barriers to fathers’ 
attendance. This study identified limited health education messages on fathers’ 
attendance in mass-media, men’s limited awareness of their role in childbirth, men’s 
fear of social stigma for participating in  childbirth as major impediments to fathers’ 
attendance (Firouzan et al., 2019). Moreover, the study identified religious attitudes 
towards the contact of female healthcare staff with men in maternity settings as 
another barrier to fathers’ presence at labour and/or birth (Firouzan et al., 2019). In 
two studies conducted in two Kenyan communities, women reported that they wanted 
their partners to stay at home to take care of other children at home (Afulani et al., 
2018, Cheptum et al., 2019). Other barriers to fathers’ attendance included lack of 
interest on the side of men and men’s participation in childbirth not being a national 
priority for policy makers as new findings (Firouzan et al., 2019, Muheirwe and Nuhu, 
2019, Afulani et al., 2018). 
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2.2.4. Discussion  
This review sought to identify factors influencing whether or not in LMICs, fathers 
attend childbirth. The findings reflect individual, community, and health system factors. 
Individual factors encompassed women’s, and men’s attitudes and motivations. 
Community related factors derived from the structure, traditions, norms, taboos, 
gender roles, and other values of societies of LMICs where studies were conducted. 
Health system factors stemmed from facilities’ lack of policies about birth 
companionship,  maternity ward related infrastructural constraints, and health care 
providers’ attitudes. 
Although this review included studies from different continents, and from low-, lower 
middle-, and upper middle-income countries, there were strikingly similar themes in 
terms of individual, community, and organisational acceptability of male partners’ 
attendance at labour and/or birth. This suggests that the relevant country’s income 
level was not a major factor. However, in terms of encouragement of male partners’ 
attendance, Brazil appeared to be the only country that had a national policy 
addressing birth companionship (Diniz et al., 2014). A few studies attempted to 
examine the association between demographic characteristics and male partners’ 
attendance at childbirth among female and male participants, but the evidence was 
weak. The findings from this review indicate that while some women from LMICs wish 
male partners to stay with them during labour and/or birth, individual, organisational, 
attitudinal, clinical, structural, and contextual constraints limit women’s ability to make 
this choice. This finding is important because it complements other review work that 
examined only the barriers affecting fathers’ experiences of childbirth in low-income 
countries (Chimwaza et al., 2015, Evans, 2015).  
In LMICs, fathers’ attendance is influenced by healthcare facility factors, such as the 
organisation and design of labour wards which do not provide privacy, some health 
providers’ negative attitudes, and lack of policies on birth companionship. In some low-
income settings, men only arranged for transport and payment of childbirth care and 
accompanied their female partners to the place of birth but were not allowed to stay in 
the labour and birth environments. However, this review could not establish how 
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common these issues were nor the extent to which this affected the facilitation of 
fathers’ attendance. Limited or no preparation of male partners in most health facilities 
combined with lack of information about what to expect during childbirth remain major 
limitations to fathers’ attendance in LMICs.  
Male partners’ attendance in some LMICs may be influenced by cultural norms that 
consider childbirth a woman’s business. This finding was mostly from community-
based studies in rural areas (Alexander et al., 2014, Carter, 2002b, Dim et al., 2011, 
Kululanga et al., 2012a, Kura et al., 2013, Kwambai et al., 2013, Lewis et al., 2015). 
Previous reviews underline that conservative cultures, taboos, gender division roles in 
some societies of LMICs still limit male partners’ attendance; although some women 
in these communities were reported to want their male partners to attend to witness 
the woman’s endurance during childbirth and further provide them emotional support 
during labour (Kabakian-Khasholian and Portela, 2017, Bohren et al., 2019). Studies 
that contributed to this finding had small sample sizes drawn from diverse 
communities.  
This review found that maternity ward spaces did not offer privacy and this limited 
some women from choosing their male partners  as birth companions. Interestingly, 
the studies that found that men were embarrassed to attend childbirth were all from 
low-income countries. However, there was limited information about associated 
factors other than culture and gender norms. The effect of education, age, and income 
levels could be further investigated. 
Some studies recruited participants solely either from rural or from urban areas. There 
might be differences in how people in these two settings views male partners’ 
attendance, although a conclusion on this aspect could not be drawn. Some studies 
were limited due to small unrepresentative samples from diverse populations.  In 
addition, studies were carried out in countries with very different cultures.  
In countries, where only one study was found, it was not clear how representative 
those findings might be, nor whether a study conducted in another part of that country 
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would have similar findings. Therefore, caution should be taken when applying these 
findings to the wider context of LMICs. 
2.2.5. Strength and limitations 
This is the first review to identify facilitators, motivators, and barriers to male partners’ 
attendance at childbirth in LMICS. This systematic review synthesised both published 
peer-reviewed articles and unpublished resources such dissertations and theses. 
However, the review has some limitations. First, data extraction and quality appraisal 
were conducted by one reviewer. Secondly, as the review was specifically looking for 
studies from LMICs where in some countries English may not commonly be spoken, 
important studies from countries where Portuguese, and Arab are used may have 
been missed. It was noted that some studies suffer from poor reporting of the methods, 
which led the findings being low to moderate quality. 
2.3. Summary and direction for further research 
The results the review work demonstrate that there is evidence about fathers’ 
experiences of childbirth, needs during childbearing, and the effects of paternal 
presence on women’s childbirth satisfaction. The review of literature from LMICs 
identified some of the factors influencing whether or not fathers will attend childbirth. 
They encompassed the facilitators, motivators, and barriers to paternal presence at 
childbearing. Identified facilitators included men’s wish to be with their partners, 
positive attitudes towards fathers’ attendance at childbirth, women’s preference for 
partners’ support, adequate preparation of childbirth, and positive inter-spousal 
communication. The review of qualitative studies went a step further to identify 
motivators to men’s attendance, including the requests from the partners and support 
from healthcare professionals. Major barriers to fathers’ attendance included 
healthcare professionals’ rigidity towards fathers’ presence at labour, women’s 
opposition, cultural deterrence, negative experiences of childbirth, and work-related 
constraints. Another barrier identified only from qualitative studies was lack of 
preparation about partner support during childbirth. The review work partially provided 
important evidence about the acceptability of fathers’ attendance at labour and birth. 
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Lack of policies about fathers’ presence at childbirth and privacy issues in some 
facilities were identified as factors that may affect fathers’ attendance at childbirth 
when it is the woman’s preference in LMICs.  
Paternal attendance at childbirth in most papers was treated with other outcomes of 
male involvement in maternal health such as pregnancy, postnatal care, and family 
planning. Therefore, more focused research on fathers’ attendance at childbirth is 
needed in order to understand how various societies in LMICs view this practice from 
the sociocultural and clinical perspectives. 
Most studies included in the reviews covered male involvement in maternal and child 
health in LMICs. Studies that solely focused on fathers’ attendance at childbirth 
covered the topics of men’s experiences, expectations, and feelings of labour and 
birth. Studies that included healthcare professionals only looked into their attitudes 
towards birth companions, and male involvement in maternal health (Brown et al., 
2007, Banda et al., 2010b, Secka, 2010, Kululanga et al., 2012a, Mullany, 2006, 
Carter, 2002, Mullick et al., 2005, Emelonye et al., 2016, Kura et al., 2013, Chunuan 
et al., 2007, Firouzan et al., 2019, Ndirima et al., 2018, Afulani et al., 2018). Health 
providers’ views about fathers’ attendance at childbirth needs to be explored further. 
The only study that investigated midwives’ perceptions about allowing birth 
companions during labour  (Banda et al., 2010) did not extensively examine health 
providers’ practices and experiences as far as permitting fathers’ attendance at 
childbirth was concerned.  
The review identified a lack of trials that may determine the effects of fathers’ 
attendance on the woman’s childbirth experience compared to other birth companions 
such as lay female companions and doula. In the same vein, there is a paucity of 
interventions examining the acceptability, feasibility, and sustainability of incorporating 
fathers’ attendance at childbirth in the care given to the woman if the prefers for that.  
Regarding the feasibility of fathers’ involvement in childbirth in LMICs, several 
questions remain unanswered. If a woman wants her partner present at labour and 
birth, are health facilities ready to facilitate her choice? If so, what are the implications 
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for health facilities to permit fathers’ presence at childbirth? If health facilities are not 
ready to accede to the woman’s choice, what are the prevailing constraints affecting 
fathers’ attendance at childbirth in LMICs health facilities? Therefore, there is a need 
to investigate healthcare providers’ views on fathers’ participation in childbirth.  
There is some evidence that private health facilities appear more accepting of fathers’ 
attendance at labour than public hospitals. However, it is not clear how public and 
private facilitate the woman to have a companion of her choice; more especially there 
is limited evidence regarding the level of permitting the woman’s male partner if it is 
her choice.  
Eighty-one papers included in the review of studies from LMICs were sparsely 
distributed among 28 countries out of 142 constituting all LMICs. Over half of the 
studies were from Sub-Saharan Africa (n=43) with Nigeria recording a high number of 
studies (n=12). Fathers’ attendance at childbirth in some studies from Sub-Saharan 
Africa was investigated with other components of male involvement in maternal health. 
As a result, the nature of fathers’ attendance at childbirth was not reported in much 
detail. 
The review process identified four studies from Rwanda in which fathers’ attendance 
at childbirth was investigated with other aspects of male involvement in maternal and 
child health. In studies that investigated men’s involvement in maternity care in 
Rwanda, fathers’ attendance at childbirth was predominantly examined from the 
perspective of obstetric emergencies (Kalisa and Malande, 2016b, Påfs et al., 2016b). 
In two studies, fathers’ attendance was examined from the perspective of women’s 
childbirth experiences (Ndirima et al., 2018, Mukamurigo et al., 2017). Despite the 
increased interest in the topic of male partners’ attendance at childbirth in Sub-
Saharan Africa between January 2019 and January 2020, there was no study from 
Rwanda published during this period. More research is needed to further understand  
women’s right to a companion of her choice from the perspectives of men, women, 
and health professionals. Research is also needed to describe women’s and men’s 
experiences of fathers’ attendance at childbirth from the Rwandan context. 
Furthermore, there is a need to determine outcomes of fathers’ presence at childbirth 
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from the context of Rwandan sociocultural structure, and maternity care organisation. 
Very little is known about the acceptability and feasibility of facilitating fathers’ 
attendance at childbirth in Rwandan health facilities if a woman desires to share 
childbirth experience with her husband/ partner.
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CHAPTER THREE: OVERVIEW OF METHODS 
As highlighted in the previous chapter, several questions about male partners’ 
attendance at childbirth in Rwanda remain unanswered.  However, not all the research 
gaps pointed out in chapter two could be answered in a single project due to time and 
financial limitations.  
The review work highlighted that some women wished to be with their male partners 
during labour and/or birth. In addition to that, some men expressed that they would 
attend childbirth to offer emotional support to their female partners. Thus, it could have 
been noteworthy to explore women’s, and men’s views about  the acceptability and 
feasibility of male partners’ attendance at childbirth from the Rwandan cultural, social, 
and health system contexts. It could equally be interesting to garner men’s 
experiences of and perceptions about male partners’ presence at labour and/or birth 
and also garner women’s experiences and attitudes regarding male partners’ 
attendance at childbirth as there were very few studies about these topics from 
Rwanda. However, much as women may wish for their male partners to attend 
childbirth and much as men may accept the privilege from their female partners to 
attend childbirth, it may not be possible if health facilities are not willing to implement 
that. It would not also be possible for facilities to grant the woman’s wish for her male 
partners’ presence at labour and/or birth if health providers are not supportive for that. 
Since health facilities play a fundamental role in promoting male partners’ attendance 
at childbirth if the woman chooses that, a study was proposed to answer these 
questions:  
 To what extent do Rwandan health facilities encourage male partners’ 
attendance at childbirth when it is the woman’s choice?  
 What are the moderators of male partners’ attendance at labour and/or birth in 
Rwandan health facilities when it is the woman’s choice? 
This chapter summarises the methodology and the methods that underpinned the 
primary research activities undertaken in the course of this thesis. This chapter is 
subdivided into four sections. Section 3.1 provides an outline of the primary research. 
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Section 3.2 gives a brief review of implementation frameworks and further justifies the 
choice of the conceptual model chosen from these implementation frameworks to 
inform this thesis. Section 3.3 briefly introduces the overall study design. Section 3.4 
provides a summary of this chapter. 
3.1. Outline of the primary research 
Like in other LMICs, male partners’ attendance at childbirth is emerging in importance 
in the context of maternity care in Rwanda. Because there were few studies about the 
topic the primary research implemented in the course of this thesis was designed to 
be exploratory. Various exploratory research methods were considered.  A case study 
approach was considered because it could offer depth and a multi-faceted 
understanding of male partners’ attendance at labour and/or birth from more than one  
source (men, women, health professionals, and policy makers) triangulating multiple 
methods of data collection (Gerrish and Lacey, 2010, Yin, 2013). It could generate rich 
data about some of the individual, attitudinal, contextual, organisational, health 
system, and sociocultural factors influencing male partners’ attendance at childbirth in 
Rwanda. However, applying a case study approach appeared not realistic given the 
PhD schedule and financial resources limitations. A second option considered was a 
qualitative study involving health professionals to generate data about facilities’ current 
practice, service level factors, and attitudes regarding the acceptability and feasibility 
of male partners’ attendance at childbirth in Rwandan health facilities. However, it was 
not possible to apply this design because of practicality issues. When the primary 
research was planned, there were ongoing presidential and parliamentarian elections 
which could affect the data collection process. Furthermore, a qualitative study would 
require conducting interviews using all spoken languages in Rwanda including French, 
Kinyarwanda, English, Swahili, and Luganda depending on which language health 
providers could express their views in fluently and comfortably. This would have cost 
and time implications during transcription and analysis. A third option considered was 
to conduct an observational study to investigate the current practice, moderators, and 
assess the acceptability and feasibility of male partners’ attendance at childbirth within 
the maternity wards. However, observational methods were not feasible because of 
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the ethical implications of the topic. It would involve the researcher being in a labour 
and/or birth environment observing maternity staff practices and observable 
behaviours while interacting with the woman. This was not ethically acceptable and 
from the cultural and clinical points of view could be an invasion of the labouring 
women’s privacy and dignity.  
Based on the findings of  Chapter Two reviews, there were no studies to quantify 
health facilities’ current practice, moderators, and maternity staff attitudes regarding 
the feasibility of male partners’ attendance at childbirth. As a result, the researcher 
applied a survey research design to address this research gap in the context of 
Rwanda. This option was deemed feasible within the researcher’s budget, PhD 
completion timeline, research formalities of conducting research in Rwanda, and was 
practical within the context of the environment of Rwanda’s health facilities. In addition, 
a questionnaire survey appeared a feasible option as it could enable the researcher 
to implement the research activities using English language.  
To answer the abovementioned research questions applying a survey design, primary 
research activities presented in Figure 3.1) were undertaken. Phase One comprised 
a consensus study to develop two questionnaires, and Phase Two involved a pilot 
survey applying the newly developed questionnaires in selected health facilities in 






Figure 3.1:Study Phases 
 
3.3. Overall Study design 
The study comprised two phases, in Phase One, two questionnaires were developed 
using a modified Delphi survey approach. In Phase Two, the questionnaires were 
piloted in selected Rwandan health facilities. The methods for the questionnaire 
development and piloting are detailed in chapters four and five respectively. 
3.3.1. Phase One – questionnaire development 
Phase One involved a review of existing tools relevant to the research questions that 
could be adopted or adapted for use in this study. It was also important to conduct this 
review in order to avoid duplicating any work done before. As there were none found, 
two new questionnaires, one directed at heads of maternity units and another for 
maternity staff were developed. The questionnaires were to be relevant to the culture 
and the context of maternity care provision in Rwanda, clear, comprehensive and easy 




• Review of available tools about fathers’ attendance at childbirth
• Constructing the initial pool of items for two questionnaires from 
the review work
• Assessment of the face and content validity of the two 
questionnaires
• Mapping items of the two questionnaires to the conceptual model 





• A self-report questionnaire administered to heads of maternity 
units to collect baseline information about current practice, 
moderators, and facilities’ readiness to implement fathers’ 
attendance at childbirth
• A self-report questionnaire administered to maternity staff to 
collect baseline information about practices, perceptions, 




2016). To ensure these prerequisites were met, a consensus study using a modified 
Delphi survey approach was conducted with the purpose of assessing the relevance 
and clarity of the newly-developed questionnaires (see further description about Delphi 
consensus methods in 4.3.1). A qualitative study applying key informant interviews 
with selected health professionals in Rwanda was considered as it could complement 
the themes obtained from the review work. This option was discounted because of 
travelling budget constraint.  It could also have been robust if a classical Delphi survey 
was undertaken to generate items for the two questionnaires and gain the panel’s 
consensus about the relevance and clarity of the two questionnaires across more than 
three rounds (Keeney et al., 2011). However, it was not used because of time 
constraints. Moreover, using classical Delphi survey could possibly lead to a high 
attrition rate of panel members because of the labour-intensive work that would be 
required to draft items, refine them, and reach consensus as a panel over the structure,  
wording, and relevance of proposed items across each round.  The modified Delphi 
design was selected because it was sufficiently robust for the purposes of this study. 
It offered flexibility in drafting items, and garnering feedback from panel members. It 
was easy to administer electronically to participants from different countries. The 
questionnaire items were mapped to Aarons conceptual model of evidence-based 
practice implementation to ensure all relevant concepts were included. 
3.3.2. Phase Two – pilot testing 
The modified Delphi study resulted in two questionnaires, one directed to heads of 
maternity units, the other directed towards maternity staff more generally. Since these 
were newly-designed tools, they were piloted in selected health facilities in Kigali, 
Rwanda to detect any wording issues that might affect their comprehension among 
the target audience. The pilot study was also undertaken to identify challenges in 
recruitment, sampling, and administration of the two questionnaires within maternity 
units. A pilot survey was realistic given the administrative formalities involved in 
securing required permissions to conduct a survey covering more than one province 
from the Rwanda National Institute of Statistics. Last but not least, the pilot survey was 
carried out to obtain baseline data about current practice, service level factors, and 
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maternity staff views about male partners’ attendance at childbirth, which might inform 
a larger scale survey to inform the design of an intervention to address the most 
pertinent practice gaps.  
3.4. Summary 
This chapter has provided an overview of the methodology for this research. The 
chapter outlined the implementation of the research activities that were carried out in 
the course of this thesis.   The next chapter proceeds with Phase One of the primary 
research activities and the detailed methods used.
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CHAPTER FOUR: CONSENSUS STUDY 
The success of evidence-based practice is driven by the organisational receptive 
capacity to embrace change (Weng et al., 2013, Aarons et al., 2009). It is also driven 
by health providers’ attitudes to the proposed innovation and their skills to implement 
it (Weng et al., 2013, Aarons et al., 2009). Much as women may wish for their male 
partners’ presence at labour and/or birth, the review of literature established that many  
public health facilities in LMICs restrict male partners’ attendance at childbirth. 
However, the evidence on the reasons leading to these restrictions if the woman 
wanted her male partner present labour and/or birth was incomplete. Hence , there is 
a need to explore those factors affecting male partners’ attendance at childbirth from 
organisational and individual staff perspectives to understand health facilities’ 
implementation of this practice. Therefore, developed to explore current practice, 
moderators, and health providers’ attitudes regarding the acceptability of male 
partners’ attendance at labour and/or birth in Rwandan health facilities. The 
questionnaire(s) had to be relevant to the Rwandan context, easily understood, 
readable, and completed by busy health professionals from maternity units with 
varying levels of education and English language skills.  
This chapter focuses on Phase One of the primary research outlined in the previous 
chapter. It is divided into five sections. Section 4.1 presents the methods and findings 
of a review conducted to examine if there were any existing tools about male partners’ 
attendance at childbirth which could be used wholly or in part to answer the research 
questions for this study. Section 4.2 discusses the development of the questionnaires. 
Section 4.3 focuses on the consensus study conducted to gain agreement  on the 
relevance and clarity of the proposed questionnaires and content of the two 
questionnaires. This section also presents the results of the consensus study. Section 




4.1. Review of  tools about fathers’ attendance at childbirth 
In this section, a scoping review of tools (including questionnaires, rating scales and 
similar data collections instruments) of fathers’ attendance at childbirth is presented. 
The methods used in this review including eligibility criteria, search strategy, study 
selection, study synthesis, and the results are presented.  
As a good practice before deciding to develop a new tool, a literature review is 
conducted to identify any tool that can be applicable to the topic under study (Aday 
and Cornelius, 2006, Colton and Covert, 2007, Waltz et al., 2010). In the previous 
systematic reviews presented in Chapter Two, though the purpose was not to identify 
any data collection tools about male partners’ attendance at childbirth, it was apparent 
that there was a lack of tools that could be used to answer the research questions 
(Chapter Three). Since the review of primary studies discussed in Chapter Two (2.2) 
focused on LMICs, a scoping review was needed to accomplish these two purposes: 
 Look for any existing tools that had been used in other settings including high 
income countries that might be used or adapted to investigate health facilities’ 
encouragement of male partners’ attendance at childbirth, and providers’ 
attitudes regarding the acceptability and feasibility of male partners’ attendance 
at childbirth, as set in questions of this thesis presented in chapter three.  
 Identify from eligible studies included in the scoping review relevant individual 
items that could be added to the item pool to be generated from the systematic 
reviews presented in Chapter Two if there was no suitable tool to use or adapt. 
This review was guided by this question: 
From the available literature on fathers’ attendance at childbirth, are there any data 
collection tools that can contribute to studying current practice, moderators, and views 
of health providers about the acceptability and feasibility of allowing fathers to attend 
labour and/or birth? 
4.1.1. Eligibility criteria 
Inclusion criteria were: 
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Studies, of any design, that reported the use of a tool (questionnaire, scale, measure) 
to: 
 Explore to explore and/or assess current practice, moderators, and attitudes of 
maternity staff (nurses, midwives, obstetricians and other ancillary staff 
involved in childbirth care) about the acceptability and feasibility of fathers’ 
attendance at childbirth 
 Investigate to investigate labour support and birth companionship from the 
perspectives of maternity staff. 
4.1.2. Search strategy  
A search of CINAHL, MEDLINE, google scholar, and SCOPUS databases was 
conducted between April and June 2018. The search strategy adapted the search 
strings from the systematic reviews on factors influencing fathers’ attendance at 
childbirth in LMICs (2.2.1, iii ) by adding  the term ‘questionnaire’ and its synonyms . 
4.1.3. Study selection 
Screening was performed by one person. All results were managed using Endnote. 
After removing duplicates, the next phase consisted of screening titles and abstracts 
of papers against the inclusion criteria In the next stage, full texts of relevant papers 
were screened against the inclusion criteria (4.1.1) to identify any study with a 
questionnaire, scale, and/ or any tool that would apply to exploring current practice, 
service level factors, and health providers’ views of the acceptability and feasibility of 
fathers’ attendance at childbirth. 
4.1.4. Data extraction 
Data extraction was performed by one person.  A data extraction template by Sawyer 
et al. (2013) was adapted. Retrieved information comprised the topic of the study tool, 
target population for the purpose of the tool, type of instrument and number of 
items/questions, theoretical underpinning, setting where the tool was applied or 
developed, whether the tool was newly-designed or adapted or translated, 
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methodological steps undertaken to develop the tool, and information about validity 
and reliability of retrieved instruments.  
4.1.5. Synthesis 
A summary of study characteristics was presented. As there were no previously 
designed tools to suit each component of the review question outlined in section 4.1, 
a tabular form was created to report potential items obtained from included studies. 
Items were categorised based on each component (current practice, moderators 
including facilitators and barriers, and views about fathers’ attendance at childbirth) of 
the review question they addressed. 
4.1.6. Results  
This subsection starts by presenting the results of the search and screening process. 
It proceeds to synthesising studies and concludes with a rationale for the need to 
develop a tool to use in the next phase of the empirical work presented in chapter five. 
a) Results of the search and screening process 
The search of databases yielded 2,165 titles (see Figure 4.1) after duplicates were 
removed. After screening titles and abstracts, 2,050 records were rejected because 
they focused on topics not related to the inclusion criteria for this review. The full texts 
of the remaining 115 articles were read to identify eligible tools.  
As shown in Figure 4.1,  108 papers were excluded. Seven studies with questionnaires 
and/or scales with one or more items that could contribute to the development of 
questionnaire(s) to investigate current practice, service level factors, and health 
providers’ views about fathers’ attendance at childbirth were retrieved (for details of 
included studies, see Appendix 4.1). 
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All records identified: n =   2,357 
(CINAHL: n=176, MEDLINE: 
n=215, SCOPUS: n=40, ASSIA: 
n=957, Google Scholar: n=918, 












Screened after duplicates 
were removed  
(n = 2,165) 
Full texts that were 
further assessed for 
eligibility (n=115) 
Studies included in 
the review (n =7) 
Excluded with reasons (n=108) 
- Support during childbirth (n=10) 
- Fathers’ and/or women’s experiences, feelings, and attitudes 
childbirth (n=21) 
- -Childbirth practices (n=2) 
- Postnatal depression (n=8) 
- Fear of childbirth (n=2) 
- Satisfaction of childbirth care(n=5) 
- Fathers’ involvement in childbirth and their contribution to 
childbirth pain relief interventions (n=12) 
- Providers’ competencies in fathers’ engagement in parenting 
interventions and nursing care (n=6) 
- Maternal providers’ beliefs and support women during 
antenatal care (n=15) 
- Women’s preference regarding maternity care including birth 
companions’ presence (n=5) 
- Family health assessment (n=4) 
- Needs of fathers and mothers during childbirth and in NICU 
(n=4) 
- Qualitative studies about nurses’ and midwives’ views about 
fathers’ attendance at childbirth (n=6) 
- Cross-cutting topics about childbirth (n=7)  
- Focus on health providers’ encouragement of fathers’ 
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did not meet the inclusion criteria 
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Three studies were conducted from USA (Adams and Sauls, 2014, Bukkavesa, 1982, 
Sleutel, 2002), two were from Australia (Drapac and Rubinstein, 1984, Rominov et al., 
2017), one from Canada (Davies and Hodnett, 2002), and one from UK (Todman and 
Jauncey, 1987). Four studies developed questionnaires that were used to collect data 
about childbirth practices (Drapac and Rubinstein, 1984), midwives’ perceptions of 
engaging fathers in perinatal services (Rominov et al., 2017), and midwives’ and 
nursing students’ perceptions towards the presence of fathers in the birth room 
(Bukkavesa, 1982, Todman and Jauncey, 1987). In these four studies, sources of 
items and the methodological steps that guided the development of items was not 
reported (Bukkavesa, 1982, Drapac and Rubinstein, 1984, Rominov et al., 2017, 
Todman and Jauncey, 1987). Three studies involved the development of continuous 
labour support tools (Adams and Sauls, 2014, Sleutel, 2002, Drapac and Rubinstein, 
1984). The synthesis process identified from seven studies 23 key items relevant to 
current practice and healthcare providers’ views about family presence at childbirth 
(see Appendix 4.2).  
c) Rationale for developing new tools  
Although the review identified  a few items relevant to the topic under study, there 
were no suitable tool that could be used wholly or adapted to answer the research 
questions set for the empirical study. Moreover, none of the tools were specifically 
developed for use in LMICs, where there are different cultural attitudes to fathers’ 
attendance at childbirth. Although retrieved studies addressed nurses’ attitudes and 
perceptions about fathers’ attendance, several gaps remained. For instance, 
prerequisites for male partners’ attendance at labour and birth rooms, facility level 
factors and other sociocultural factors that might underlie facilities’ implementation of 
male partners’ attendance, and health providers’ views about the acceptability and 
feasibility of male partners’ attendance at labour and/or birth were not covered. The 
only tool that attempted to address providers’ perceptions about male partners’ 




did not cover all components that may explain providers’ perceptions about fathers’ 
attendance at childbirth, such as culture, health system, and perceived impact of this 
practice. In spite of the shortcomings, nine out of eleven items in the tool were modified 
to be included in the initial drafts of the section about perceptions of male partners’ 
attendance at childbirth in the questionnaire of maternity staff developed. The review 
established that, in order to collect data on current practice, service level factors, and 
health providers’ views and attitudes about the acceptability and feasibility of fathers’ 
attendance at childbirth, and facilities’ practices regarding fathers’ attendance, a new 
tool was needed.  
4.2. Development of the questionnaires  
There are various data collection tools that serve different purposes such as 
assessment, measuring, testing, decision-making, describing (Colton and Covert, 
2007). They include rating scales, psychometric instruments, checklists, inventories, 
measurement tests, and questionnaires (Colton and Covert, 2007, Streiner et al., 
2015). A questionnaire, which is a tool used to obtain factual information, support 
observations, or assess beliefs, attitudes and opinions was developed in the course 
of this study (Colton and Covert, 2007, Younas and Porr, 2020).  This type of tool was 
selected because it was suitable for the research questions set for the primary 
research (Chapter Three).  
Two questionnaires were constructed in the course of this study. Questionnaire One 
was designed to be administered to the Heads of maternity units to collect information 
about current practice, moderators, and facilities’ readiness to encourage male 
partners’ attendance at childbirth when it is the women’s choice. It was important to 
gather information from the Heads of maternity units on how health facilities facilitate 
the woman’s male partner to attend childbirth if it is her choice and further identify 
contextual factors influencing this practice. This data would in turn lead to designing 
appropriate and relevant interventions that can address identified practice gaps. This 
questionnaire was named ‘Male partners’ attendance at childbirth: Questionnaire 
for Heads of Maternity Units (MPAC-QHMUs)’. Questionnaire Two was designed to 




staff working in maternity units) to collect information about maternity staff practices, 
perceptions, and attitudes regarding the acceptability and feasibility of male partners’ 
attendance at childbirth. As the individual implementors, collecting data on the above 
aspects from maternity staff could be a step forward to know if they are ready to adopt 
and sustain the practice of enabling the male partners’ attendance at childbirth if it is 
the women’s choice. It would also identify maternity staff needs that may be address 
in order to improve current practice. This questionnaire was named ‘Male partners’ 
attendance at childbirth: Questionnaire for Maternity Staff (MPAC-QMS)’. 
The generation of items for the two questionnaires followed the rational approach to 
development of scales and questionnaires (Oosterveld et al., 2019). Oosterveld et al. 
(2019) provides six questionnaire design methods: 1) rational method, 2) prototypical 
method, 3) the internal method, 4) the external method, 5) the construct method, and 
6) the facet design method. The rational method is a non-theoretical approach to 
questionnaire design guided by face and content validity and is based on the 
knowledge of experts rather than known theories of scale construction (Oosterveld et 
al., 2019). The rational method is used when little knowledge is available about the 
topic (Oosterveld et al., 2019). The item review procedure is carried out to assure face 
and content validity (Oosterveld et al., 2019). This method was used because the 
indicators that may define the implementation of fathers’ attendance within LMICs 
health facilities have not been thoroughly researched. After identifying a pool of items, 
experts were asked to judge their relevance and clarity of to determine which items to 
include  in final questionnaires and those items that were  to be discard.  









Figure 4.2:Description of the construction of the two questionnaires 
Step one: Selection, conceptualisation, and contextualisation (section 4.2) 
 Determining the focus for the two questionnaires 
 Setting indicators of two questionnaires 
 Contextualising the questionnaires to the culture and maternity care provision of Rwanda 
and similar countries 
Step two: Devising items (section 4.2) 
 Items generated guided by the research questions (3.1) 
 Items sourced from the review of literature and consensus study  
Step three: Developing the response options (section 4.2) 
 First, response options for each item as they would appear in the final questionnaires 
 Second, response options to serve the purposes of the modified Delphi survey (each item 
had these options: Not relevant, somewhat relevant, quite relevant, very relevant, and an 
open space to provide comments) 
Step four: Selection of items needed to adequately answer the research questions (section 
4.2) 
 Items examined to address wording and structural issues that might affect the 
comprehension of items 
 Compiling the draft questions to send to the Delphi expert panel  
Step five: Delphi study to assess the content of the two questionnaires (section 4.3) 
 Items’ clarity and relevance assessed through a three round modified Delphi survey  
 Items checked by the Delphi panel to determine whether they reflected the culture and 
context of Rwanda 
 Clarity of items checked to detect any wording and structural issues after each Delphi round 
 Some items were rewritten, and others were eliminated  
Step six: Formatting of questionnaires (section 4.4) 
 Compiling the final prototype of questionnaires 
 Final checks of the two questionnaires to the implementation conceptual frameworks and 





4.2.1. Focus of the questionnaires  
The MPAC-QHMUs focused on organisational level information, mainly current 
practice, facilitators of and barriers to facilitating male partners’ attendance at 
childbirth, and the facilities’ readiness to initiate or sustain the practice where it was 
already functional. The questionnaire was targeted to senior managers at the 
organisational level. In the context of Rwanda, Heads of Maternity Units were in a 
position to report organisational and health system factors influencing the 
implementation of male partners’ attendance at labour and/or birth since they were 
part of the senior management team at the hospital level.  
The MPAC-QMS was different from the previous one because it focused on individual 
staff practices, perceptions, and attitudes to fathers’ attendance at childbirth. This was 
important because the organisations may develop policy to encourage the use of 
evidence-based practice in providing care but if individual staff are not ready to 
embrace an intervention/innovation, it will likely not be successful (Wiltsey Stirman et 
al., 2012).  
4.2.2. Sources of items 
Questionnaires, scales, measurement instruments, and other tools for data collection 
draw items from different sources including qualitative research, clinical observation, 
theory, reviews of literature and expert opinions (Streiner et al., 2015, Aday and 
Cornelius, 2006, Colton and Covert, 2007). For this research project, items for the two 
questionnaires were drawn from the systematic reviews reported in Chapter Two and 
the scoping review of existing tools discussed in section 4.1. When the initial draft of 
items of the two questionnaires were sent to the Delphi panel for assessment of 
relevance (see section 4.3), further items were developed based on suggestions 
submitted by participants. Further items were drafted following the mapping of the 
prototype questionnaires to the conceptual model guiding the study which is further 





4.2.3. Generating items for the initial draft questionnaires 
This section describes the process that guided the development of the initial drafts of 
the two questionnaires. The initial drafts of the two questionnaires were developed 
from the themes from the systematic reviews presented in Chapter Two. Additional 
items were sourced from the list of relevant items (see Appendix 4.2) identified during 
the scoping review of existing tools about fathers’ attendance at childbirth. 
Consultation with the supervisory team took place throughout. The drafting process 
considered best practice in questionnaire development; mainly comprehension, 
readability, clarity, relevance, length of questionnaire, and topic sensitivity (Aday and 
Cornelius, 2006, Colton and Covert, 2007, DeVellis, 2016, Streiner et al., 2015, 
Rattray and Jones, 2007). By comprehension, items had to make sense, be easy for 
the respondents to interpret, and should not appear ambiguous to the respondents 
(Colton and Covert, 2007, Streiner et al., 2015). Items for the two questionnaires were 
to be readable; that means using a plain language easily comprehensible by 
participants. It is advisable to limit the use of jargon and avoid asking multiple 
questions in one item (Colton and Covert, 2007, Streiner et al., 2015). Other 
considerations included checking draft questionnaires to remove any value-laden 
items and items that appear to be sensitive or items not relevant to the culture and 
maternity care provision (Colton and Covert, 2007, Streiner et al., 2015).  
Literature about questionnaire development has focused on the best practices to 
ensure clarity and comprehension of the wording of questionnaires (Colton and 
Covert, 2007, Aday and Cornelius, 2006, Rattray and Jones, 2007, Oosterveld et al., 
2019, Boateng et al., 2018). However, there was limited literature about the drafting 
process, more particularly steps involved in generating the section headings and items 
representing them. A thematic analysis approach was adopted to generate domains 
and items from review work (Foster et al., 2019). The drafting process was performed 
in three stages: a) elicitation of the section headings and assigning items for each 
using a deductive thematic analysis b) compiling the first draft, and c) refining and 




a) Stage one of drafting the MPAC-QHMUs and the MPAC-QMS 
The first stage entailed deciding on section headings. Section headings underlying the 
indicators of the two questionnaires were identified from the systematic reviews about 
the topic (see Chapter Two), the research questions underpinning this thesis, and the 
conceptual model reported in 3.2.3 (Torabizadeh et al., 2019, Foster et al., 2019). 
Three section headings were developed for the MPAC-QHMUs: 
1. Current practice of facilitating fathers to attend labour and/or birth (maternity 
unit characteristics, procedures, organisational current practice of birth 
companionship, and fathers’ attendance at childbirth) 
2. Moderators to facilities’ encouragement of fathers’ attendance at labour and/or 
birth (facilitators and barriers) 
3. Health facilities readiness to facilitate fathers’ attendance at childbirth. 
Four section headings were set for the MPAC-MQS:  
1. Practices towards encouraging fathers’ attendance at childbirth (practices as 
far as respecting the woman’s choices about fathers’ presence, 
encouragement and support for fathers who attend childbirth) 
2. Perceptions about fathers’ attendance at labour and/or birth (perceptions about 
the effects, benefits, and impacts of fathers’ attendance, and social cultural 
beliefs concerning men’s involvement in childbirth) 
3. Attitudes regarding the acceptability of fathers’ attendance at labour and/or 
birth (attitudes in the context of women’s choices, organisational policies, and 
individual practices regarding the encouragement of fathers’ presence at 
labour and birth) 
4. Attitudes regarding the feasibility of fathers’ attendance at labour and/or birth 
(feasibility of practices encouraging fathers’ attendance, and support for 
fathers who attend childbirth) 
After setting up section headings for each questionnaire, the next exercise involved 




Table 4.1 below demonstrates the integration of the literature reviews from Chapter 2 
with the review of tools and the relationship with some of the statements in each 
questionnaire.  
Table 4.1: Examples of provenance of statements and phrases matched to their 
section headings  
Questionnaire 
name 
Section heading Sample statements or phrases 
each domain 
Source  
MPAC-QHMUs 1)  Current practice 
of facilitating fathers 
to attend labour 
and/or birth 
 
-Fathers not allowed to enter 
labour wards 
-Men allowed in maternity only 
during visiting hours 
Systematic reviews 
(SR) (chapter two) 
Lack of protocols about male 
partners’ presence at labour and 
delivery 
SR (chapter two) 
Fathers need information about 
what to expect during childbirth 
and support they should give to 
their labouring partners. 
SR (chapter two) 
Are the following permitted to be 
present during labour? 
 Husbands/partners  
 Other friend/family 
member 
 Children 
Review of tools about 
fathers’ attendance at 
childbirth (4.1) 




 Forceps delivery 
 Caesarean 
delivery? 
Review of tools about 
fathers’ attendance at 
childbirth (4.1) 






or not facilities 
encourage fathers’ 
attendance at labour 
and/or birth 
 
Increased lawsuits because of 
malpractice 
SR (chapter two) 
Fathers are only allowed to stay 
in delivery room only if the mother 
is not complying with health 
providers’ instructions.  
SR (chapter two) 
Workloads  SR (chapter two) 
Many births conducted at the 
public facilities 
SR (chapter two) 






Fathers’ presence at childbirth 
could serve as a positive relations 
gesture for the hospitals. 
SR (chapter two) 
Fathers’ attendance would 
promote safe motherhood.  
SR (chapter two) 
Promotion of care centred on 
women’s choices 
SR (chapter two) 







Fathers provide emotional 
support to the woman during 
labour 
SR (chapter two) 
Fathers offer practical support by 
massaging, fanning, holding their 
partners’ hands, assist in doing 
breathing and waling exercises 
SR (chapter two) 
Invite the father to welcome the 
baby 
SR (chapter two) 
Provide advice about coping to 
the woman’s pain during labour  




Father’s presence at childbirth 
increase the mother’s stress 
during labour. 








The father may feel helpless over 
seeing blood 
SR (chapter two) 
Having fathers with their wives 
during delivery is not essential. 
 
Review of tools about 
fathers’ attendance 
(4.1) 
The couple’s relationship will 
improve if the father attends the 
delivery. 











The father-to-be should be 
welcome to attend the clinic with 
his wife. 
 
Review of tools about 
fathers’ attendance 
(4.1) 
Providing explanations about 
procedures is a necessary 
nursing intervention for partners 
attending labour and birth with the 
labouring patient.  
Review of tools about 
fathers’ attendance 
(4.1) 
Fathers may be scared to witness 
the delivery of the baby.  
SR (chapter two) 
Fathers get distressed because of 
witnessing childbirth  









Nurses believe that a father in the 
delivery room becomes the 
second patient. 
Review of tools about 
fathers’ attendance 
(4.1) 
Nurses do not want to have 
fathers in the delivery room. 
Review of tools about 
fathers’ attendance 
(4.1) 
Some women wanted their 
partner’s presence at labour  
SR (chapter two) 
Nurses and midwives to establish 
good relationship with fathers who 
attend childbirth.  





b) Stage two of drafting the MPAC-QHMUs and the MPAC-QMS 
This stage involved drafting items for each category of identified section headings 
(Foster et al., 2019). A relevant response option for each drafted item was added. 
Response options included yes/no, and Likert scale or frequency response options. In 
tables below (4.2, 4.3, 4.4), example draft items for each set of response options are 
given.  
Table 4.2: Examples of items with yes and no answers for the MPAC-QMHUs 
Items  Response options 
Yes  No  
Do you allow expectant 
women to have birth 
companions of their choice 
during childbirth? 
  
Do you have a policy or any 
guideline on birth 
companionship? 
  
Do you offer any preparatory 
programmes or classes for 











Table 4.3: Examples of items with Likert scale options for the MPAC-QHMUs 
Items  Response options 
Strongly 
disagree 
Disagree Agree Strongly 
agree 
Factors influencing health facilities’ encouragement of fathers’ attendance at 
childbirth 
Limited space in the labour 
and delivery rooms does not 
facilitate our health facility to 
encourage paternal 
attendance at childbirth. 
    
If the facility allows fathers 
to attend at childbirth, their 
presence will affect 
healthcare providers’ 
independence of practice. 
    
Table 4.4. Examples of items with Likert Scale answer options for the MPAC-
QMS 
Items  Response options 
Strongly 
disagree 
Disagree Agree Strongly 
agree 
Perceptions about fathers’ attendance at childbirth 
Fathers’ presence at labour 
and birth is one of the 
indicators of making 
childbirth care more woman 
centred. 
    
It is not culturally appropriate 
for men to be present at 
childbirth.                                                                                                                                                                                                                                                                                                                                                                                       
    




It is acceptable to only allow 
the father to stay with his 
wife/partner if she is 
expected to deliver normally. 
    
Feasibility of fathers’ attendance at childbirth  
It is feasible for this health 
facility to designate a nurse 
to support fathers during 
their stay in the maternity 
ward. 
    
In some items proposed for the MPAC-QHMUs, there were a range of options in which 
participants were asked to select from one or more depending on the information 
needed as shown in Table 4.5: 
Table 4.5: Examples of items with a range of response options for the MPAC-
QHMUs 
Items  Response options 
Who do you allow to stay with the woman 
throughout childbirth among the following? 
(More than one answer is permitted) 
 
Father of the baby 





If the facility permits fathers’ attendance at 
labour and birth, under what circumstances 
do you allow fathers to attend childbirth? 
(Check whatever applies to your health 
facility) 
 
If it is the woman’s choice  
If the father wishes to attend childbirth 
The father is obliged to be present at 
childbirth once he appears at the health 
facility  
Only when the birth is expected to be normal 
If there is a likelihood that the woman will 
develop complications 





When the father is needed to sign the 
consent form in case of obstetric 
interventions 
When is the father allowed in the maternity 
ward in this facility? 
 
Fathers allowed in maternity wards only 
during visiting hours  
Fathers stay with the woman throughout 
childbirth 
Fathers stay only during 1st stage of labour 
Fathers stay during 2nd stage of labour 
Fathers allowed in shortly after delivery  
c) Stage three of drafting the MPAC-QHMUs and the MPAC-QMS 
Items for each questionnaire were compiled. The initial drafts of the questionnaires 
excluding the background information section had 65 items for questionnaire one and 
131 items for questionnaire two. Regarding the source of these items, 173 were 
drafted based on the systematic reviews and 23 were from the review of existing tools 
about fathers’ attendance at childbirth. These first drafts were edited to remove any 
irrelevant items, combine items that overlapped, rewrite ones that needed 
restructuring due to lack of clarity and choice of words, and correct typographical 
errors. For instance, Table 4.6 below presents some overlapping items which were 











Table 4.6: Sample items that overlapped  
Overlapping items  Final item after items were fused together 
The physical structure of our health facility is 
not appropriate for allowing the father to be 
present at childbirth. 
Our labour rooms do not offer sufficient 
privacy to enable fathers to attend labour 
and/or birth.   
The space in the labour ward of health facility 
does not offer privacy to enable the presence 
of fathers’ attendance at childbirth.   
Lack of individualised private labour rooms 
doesn’t help the facilitation of fathers’ 
attendance at childbirth. 
Fathers assure the safety of the mother and 
the baby when they are allowed to be 
present at labour and birth.  
The father may assure the safety of the 
mother and the baby when he is allowed to 
be present at labour and birth. 














Table 4.7 shows items with clarity issues because of their wording and structure.  
Table 4.7: Sample items with clarity issues 
Item  Issue in the item  Correction of the item 
Maternity staff at this facility 
are not aware of the woman’s 
right to have a companion of 




Maternity staff at this facility are not 
aware of the woman’s right to have 
a companion of her choice.  
I ask the father who is 
distressed to leave the labour 
room.  
Ambiguous  If the father becomes distressed, I 
ask him to leave the labour room.  
I ask an expectant woman if 
she wishes her 
husband/partner to attend 
labour and birth.  
‘husband/partner’ 
word used instead 
of the ‘baby’s father’ 
I ask the expectant woman if she 
wishes the baby’s father to attend 
labour and/or birth.  
Fathers’ presence may cause 
women to desire more 




Fathers’ presence may lead some 
women to desire sympathy from 
them during labour.  
These preliminary revisions resulted into 62 items being discarded. Two common 
issues noted in deleted items were repetition and irrelevance of some items to the 
context of Rwanda and other LMICs. 
 4.3. Delphi study 
Newly-designed questionnaires need robust editing and evaluation of their content 
before they are administered to the target population (Timmins, 2015, Marshall, 2005). 
For this reason, a three-round Delphi survey was conducted from 28th September 2018 
to 31st March 2019 to assess the content and face validity of the two questionnaires. 
In this study, face and content  validity were assessed (Colton and Covert, 2007). 
Content validity involved the assessment of the relevance of items to the research 




the two questionnaires to find out if they covered all relevant aspects of the study’s 
research questions (Bolarinwa, 2015, Colton and Covert, 2007).  
The final draft of the MPAC-QHMUs contained 47 items and the MPAC-QMS had 83 
items. Delphi study participants were asked to rate the relevance of each question, 
choosing from these response options: 
 Not relevant 
 Somewhat relevant 
 Quite relevant 
 Very relevant 
Space was also provided for participants to provide suggestions for improvement of 
each item and to propose new items (see Appendix 4.3). 
A four point Likert scale was chosen because it has been widely used in studies that 
garnered experts’ consensus regarding the content validity of data collection tools 
(Westra and Delaney, 2008, Ekeroma et al., 2016, Zega et al., 2014, Vermeulen et al., 
2018, Polit et al., 2007). 
The two questionnaires were edited to remove typographical errors and adjust the 
grammatical structure of items where necessary. The validation process contributed 
to further reduction of the length of the questionnaires. 
Section 4.3 presents the process undertaken to assess the relevance and clarity of 
the items proposed for the two newly developed questionnaires (4.3.1 to 4.3.7), and 
the results of the validation process (4.3.8). 
4.3.1. Consensus method used to assess face and content validity 
The current study applied the Delphi technique to assess face and content validity of 
the MPAC-QHMUs and the MPAC-QMS. Delphi technique is a method used to garner 
consensus on a certain issue from a panel of experts (Okoli and Pawlowski, 2004, 




to obtain consensus  from a group of experts through administering a series of 
questionnaires with iterative controlled opinion feedback (Landeta, 2006). Unlike other 
consensus methods such as nominal group technique, interviews, focus group 
discussions, and concept mapping, the Delphi technique enables panel members to 
offer anonymous information about an issue under consideration (Shariff, 2015, 
Keeney et al., 2011, Landeta, 2006). In Delphi technique, experts communicate their 
opinions independently (Shariff, 2015). When a Delphi technique is applied, issues 
such as the dominance of influential individuals or group pressure from high profiled 
individuals are minimised (Shariff, 2015). The use of a Delphi technique provides a 
group statistical response to determine which information to retain and/or eliminate 
based on the panel’s consensus (Landeta, 2006). Lastly, a Delphi technique enables 
the researcher to be detached from the data, and panellists are empowered to 
challenge and/or suggest improvements on the issue presented to them (Shariff, 
2015). Despite recorded advantages, Delphi technique has been criticised on a 
number of its trade-offs such as lack of clear definition of consensus, lack of clear 
guidelines regarding the definition of experts, difficulty in checking reliability due to the 
likelihood of bias in selecting the panel, limited evidence on determining the expert 
panel size, and being time-consuming for the expert panel (Shariff, 2015). Despite 
these limitations, the Delphi technique was selected for this study because it  reflected 
the steps undertaken when developing data collection tools using the rational method 
earlier described in Section 4.2.  
Delphi studies are categorised into ten designs based on number of rounds, data 









Figure 4.3: Different designs applied to Delphi studies (Keeney et al., 2011) 
Classical Delphi 
 Open first round to garner ideas and subsequent rounds to achieve consensus 
 Three or more postal rounds 
 Can also be administered by email 
Modified Delphi 
 The first round replaced by literature review, interviews or focus group discussions 
 Uses fewer than three postal or email rounds 
Decision Delphi 
 Applies the process as the classical Delphi 
 Focuses on decision-making and does not rely on consensus building 
Policy Delphi 
 Uses opinions of experts 
 Focuses on reaching to a consensus about the future policy on a given topic 
Real time Delphi 
 Similar to classical Delphi  
 Experts meet face-to-face in the same room (consensus conference) 
 Consensus is reach in a real time  
E-Delphi 
 Similar to classical Delphi 
 Both email and online web survey used to administer questionnaires 
Technological Delphi 
 Similar to real time Delphi, but the panel meet virtually to discuss and agree on ideas 
about a topic of interest 
Online Delphi 
 Same process as classical Delphi, but questionnaires are completed and submitted 
online (strictly survey based) 
Argument Delphi 
 Focuses on producing relevant factual arguments 
 Non-consensus Delphi approach and a derivative of the policy Delphi 
Disaggregative Delphi 
 The purpose of consensus not determined 
 Conducts various scenarios of the future for discussion 
 Uses cluster analysis. 
For the purposes of this study, the modified Delphi survey was used. It was chosen 
over other types of Delphi approach because of the time constraint and because a 
thorough literature review had already been carried out (Hasson and Keeney, 2011, 
Vernon, 2009).  In the modified Delphi Survey, the first round may start with a 
qualitative study to inform the generation of items (Vernon, 2009). Alternatively, a 
questionnaire may be developed based on the literature about the topic (Vernon, 
2009). In the current study, a primary qualitative study was not required because 




systematic reviews of the literature. In addition, since there was a plan to generate 
additional items from the panel’s comments, a qualitative study was not needed. In the 
course of designing the initial drafts of the two questionnaires, the expert panel was 
not involved in the generation of items due to time limitations. The researcher drafted 
items and sent them to the panel to assess the face and content validity. 
4.3.2. Definition of the expert panel 
Whilst undertaking a Delphi study, individuals with expertise and knowledge about the 
topic to form the expert panel are selected from different groups including professions,  
target population of the study, and relevant clinical and/or academic networks 
(Juenger et al., 2017, Keeney et al., 2011). The term ‘expertise’ in the context of some 
topics may evoke debate about who qualifies to be an expert and who does not. Due 
to complexities that may surround some topics, expertise may cover subjective, 
mandated, and objective aspects (Shariff, 2015). With subjective expertise, persons 
affected by an issue under study are selected as ‘experts’ (Shariff, 2015, Baker et al., 
2006). With mandated expertise, people with knowledge and experience related to the 
job description and role requirements are chosen as ‘experts’ (Shariff, 2015, Baker et 
al., 2006). With objective expertise, persons are selected based on their knowledge 
gained through academic position, education, and research (Shariff, 2015, Baker et 
al., 2006). In this study, all these forms of expertise guided the constitution of the 
expert panel. Experts were defined as people who might be informed advocates of 
male partners’ attendance at childbirth in LMICs through their working experience, 
research, and teaching activities. 
4.3.3. Expert panel selection and recruitment 
To obtain a list of people to invite to participate in this Delphi study, a maximum 
variation sampling method (Palinkas et al., 2015, Coyne, 1997) was applied to select 
representatives of organisations, institutions, and editorial boards of relevant 
academic and professional journals. A multidisciplinary group of participants from 
nursing and midwifery practice, education, obstetrics, maternal and child health, 




was targeted. This was to capture a wide range of experience and expertise relating 
to male partners’ attendance at childbirth, which in turn would enhance the face and 
content validity of the two questionnaires. A multi-country panel was selected because 
the researcher wanted to minimise the occurrence of ‘friendomisation’ (choosing 
participants because they are your friends) that would affect the clarity of two 
questionnaires if only participants were from Rwanda. Each group area had to have 
at least one or two persons representing it in the final sample. 
a) Panel selection 
Websites of academic institutions and hospitals in Rwanda where available, and other 
East African countries involved in training health professionals, were checked to 
compile a list of potential participants based on their professional and academic 
experience. Websites of non-governmental institutions and charities involved in 
promoting male involvement in maternal health both in Rwanda and elsewhere were 
used to identify any person with mandated expertise in men’s involvement in maternal 
health. The websites of journals that publish on pregnancy, childbirth, and women’s 
health topics were also checked to identify editors with interest in maternal care in the 
context of LMICs. The list of organisations where potential participants would be 
recruited comprised the following: 
- University of Rwanda, College of Medicine and Health Sciences 
- Human Resources for Health Programme, Rwanda 
- Rwanda Men’s Resources Centre (RWAMREC)  
- Uganda Christian University, Department of Maternal and Child 
Health 
- Save the Mothers International 
- Promundo, an international organisation majoring in advancing 
gender equality 
- BMC Pregnancy and Childbirth Journal 





The publicly available bibliographic information of staff from the organisations listed in 
4.3.2 was checked to obtain the emails of 34 people who met the following inclusion 
criteria: 
- Nurses and/or midwives in Rwanda or other countries sharing a similar 
sociocultural profile with Rwanda 
- Obstetricians in Rwanda or other countries sharing a similar sociocultural profile 
with Rwanda. 
- Nurse-midwife educators and/or midwives in Rwanda and /or other countries 
sharing a similar sociocultural profile with Rwanda. 
- People with knowledge of LMICs and maternity care; 
- People involved in the promotion of male partners’ involvement in maternity 
care and advocacy of men’s involvement in maternal health. 
- People having knowledge of gender and other cultural issues underlying men’s 
involvement in pregnancy and childbirth care. 
- Those with capacity to respond to the survey in English language. 
There is limited evidence about the optimum size of an expert panel for a Delphi study 
(Jorm, 2015) but a minimum sample of eight participants is recommended for Delphi 
studies and was deemed acceptable for the current study (Keeney et al., 2010, Jorm, 
2015, Hsu and Sandford, 2007). The scope of the problem, available resources, and 
participants’ willingness to participate determine the sample size (Veziari et al., 2018). 
Delphi studies administered electronically, have reported response rates of at least 
35%, from an expert panel consisting of 12-20 experts (Toronto, 2017). Assuming a 
response rate of 35%, inviting 34 people to the panel was needed to account for 
attrition during the survey rounds to achieve a sample size of 12. 
4.3.4. Recruitment process 
Recruitment of participants was completed through email invitation (Appendix 4.4). A 




approval (see Appendix 4.6) were attached to this email invitation. A follow-up email 
was sent to participants who did not respond to the first email within two weeks. It was 
assumed that participants who did not respond to the second invitation did not wish to 
participate in the study. 
4.3.5. Number and purpose of rounds 
As earlier reported, the study applied a modified Delphi survey that involved three 
rounds (outlined below) completed through electronic communication that involved the 





































Delphi Round 1: Delphi Questionnaire 
electronic document and survey link 
sent to the panel members for them to 
assess the relevance of items 
Identify items to be rewritten, omitted or 
added  
 
Data analysis to determine items 
reaching a consensus cut off of 
80%, items to delete (those that 
did not reach 60% of consensus 
cut-off), and items to be re-
assessed 
 
Delphi round 2:  Items with a consensus cut-off of 60 % to 79% and any new or edited items 
sent to panel members to assess their relevance  
Identify items to be modified, or to be deleted 
Data analysis of round two results  
Delphi round 3: Checking the appropriateness of the final version 
of the questionnaires 
Check the wording and structural issues that might affect the 
comprehension to two questionnaires 
Irrelevant items deleted. 
 
 Address the issues identified in the items 




i) Delphi round 1 
On 3rd December 2018, participants who agreed to take part were sent an email 
invitation (Appendix 4.7) asking them to complete the first round of the Delphi survey. 
The email contained a questionnaire as a word document attachment and a link to a 
web version of the survey using the Jisc Online survey service provided by the 
University of Dundee. Participants were instructed to either complete the questionnaire 
electronically and return it via email or complete the web version. This round sought 
to obtain consensus about the relevance of items of the two questionnaires reported 
earlier in 4.2.3 (Appendix 4.3).  
Participants were given three weeks to complete and return the questionnaires. A 
reminder email was sent to participants who had not returned questionnaires after two 
weeks. Since it was during the Christmas season, two more weeks were added to 
enable participants to complete the survey. One more reminder was sent at the end 
of December for participants who did not respond. After the second reminder, those 
who had not returned the survey were classified as non-respondents and no further 
follow-up was made  
Returned questionnaires were analysed to compute participants’ consensus 
agreement. Items which reached 80% or more agreement were revised if needed and 
were not sent out for round two. Items that scored 60% to 79% consensus were 
revised following the experts’ feedback where necessary and were re-assessed in 
round two (details for data analysis see 4.3.7). New items were drafted from 
participants' suggestions and were included in the round two questionnaire 
(Fauconnier et al., 2018). 
Items that did not reach 60% consensus were deleted.  In addition, items which the 
Delphi panel judged not relevant to fathers’ attendance at childbirth in Rwanda and 




ii) Delphi round 2  
Round two was launched on 21st January 2019. An email invitation (Appendix 4.8) was 
sent to all participants who completed round one. The results of round one were 
shared with them and they were invited to assess the revised questionnaire sent to 
them (Appendix 4.9). The same procedure that guided round one also applied to round 
two of this study. Participants were given three weeks to return the survey. A reminder 
email was sent to participants five days before the deadline. No follow-up was sent to 
participants who did not return the survey after three weeks. Items which did not reach 
a cut off of 80% were discarded.  
iii) Delphi round 3 
The purpose of round three was to verify if items for the two questionnaires had 
covered all aspects of the research questions, check the clarity of items, and identify 
any items  from the previous rounds that were not relevant to the topic under study.  
On 15th March 2019, round three was launched. Participants who completed the 
previous two rounds were sent an email invitation inviting them to access an online 
link of the prototype of questionnaires one and two. Participants were asked to read 
the items proposed for the two questionnaires and identify any wording, clarity, or 
structural issues that would affect their comprehension in the target population. In this 
round, participants were given two weeks to return the survey. Similar to the previous 
two rounds, a reminder email was sent to participants five days before the deadline. 
No follow-up emails were sent to participants who did not return the survey after two 
weeks.  
4.3.6. Ethics, informed consent, and data security 
This study was approved by the University of Dundee, School of Nursing and Health 
Sciences/Dentistry Research Ethics Committee (see the ethics approval letter on 
Appendix 4.6). Information about the study was provided to participants in the 




Participants confirmed their consent to voluntary participation in the study by returning 
the online survey or the attached questionnaires. Data from this study only served the 
purposes of research and was processed in accordance with the University of Dundee 
data protection policy. 
4.3.7. Data analysis  
After each round, participants’ responses were entered into SPSS version 22.0 
software. Descriptive statistics were applied to analyse and report demographic 
information about the expert panel. Frequency distributions were computed to identify 
patterns of agreement regarding the relevance of items.  
Consensus was defined as the percentage of agreement among participants on the 
item’s relevance. For this study, an item was retained if at least 80% of participants 
rated it as ‘quite relevant’ or ‘very relevant’ (Polit and Tatano Beek, 2017). Items that 
achieved 80%  agreement but needed some modifications to aid clarity were retained 
after amending them.  
Comments submitted by the participants were analysed manually. Comments were 
read and reflected on to decipher meaning. Suggestions for changes needed for items 
were read and corrections were made. In cases of conflicting and/or ambiguous 
suggestions from the panel, advice was sought from the supervisory team to decide 
on amendments to be made. 
4.3.8. Results 
This sub-section is structured in five parts: a) sample, b) expert panel composition, c) 
results of round one, d) results of round two, e) results of round three. 
a) Panel characteristics  
The invitation to take part in the study was sent to 34 people. Half of them (n=17) 
responded to the email and 15 agreed to participate in the study resulting in a response 
rate of 44%. Two people who did not participate cited that they did not have time to 




without citing any reason. Round one was completed by 12 participants, round two by 
nine people, and round three by eight people. 
The expert panel after round one comprised six people from Rwanda, three from 
Uganda, one from Canada, one from Belgium, and one expert in fatherhood research 
from the UK. Based on the panel members’ expertise category earlier discussed in 
4.3.2, most participants might be categorised as having objective expertise (n=11).  
Nine participants identified themselves as female and three as male. Nine participants 
had a Masters’ degree and three held Bachelors’ Degree at the time of the study. 
Participants had either an educational or professional background in midwifery (n=2), 
nursing and midwifery education (n=6), obstetrics (n=1), research in maternal and 
neonatal health (n=2), and fatherhood studies (n=1).  
Ten participants held clinical, teaching, and research roles. Two occupied decision-
making positions about safe motherhood policy and had research experience in 
maternal health and male involvement. 
b) Results of round One 
i) MPAC- QHMUs 
In round one, 47 items of the MPAC-QHMUs were sent out. Of these 47 items, 41 
achieved 80% agreement cut-off, of which 25 items required minor corrections and 
restructuring to clarify meaning (details about 25 items that needed amendments, see 
Appendix 4.10).  Six items were discarded, as shown in Table 4.8 below; two of the 
deleted items were not needed because they were repeated elsewhere in the 





Table 4.8: Items proposed for the MPAC-QHMUs that were deleted 
Code Item  % rating 3 
(relevant) 
or 4 (very 
relevant) 
Comments provided by the panel 
members 
Justification for deleting 
the item   
Section Two -Factors determining whether or not health facilities encourage fathers' attendance at labour and/or birth 
Q1.2.10 Lack of individual labour rooms in our 
health facility affect fathers’ presence 
at labour and/or birth 
83.3% -Maybe. Though I think you’d have 
captured the answer in the question on 
infrastructure. 
-How is this question different from 
1.2.6? 
The item is repeated 
elsewhere.  
Q1.2.4 The senior management of our health 
facility is not willing to encourage 
fathers’ presence at labour and/or 
birth. 
100% I am not sure how honest would the 
unit heads be answering to this 
question. 
Heads of maternity units may 
not be in a position to answer 
this item. In addition, the item 
may invoke biased response.  
Section Three -Health facilities' readiness to facilitate fathers' attendance at childbirth 
Q1.3.2 Our health facility has made good 
efforts to implement fathers’ 
attendance at childbirth, but we still 
have some work to do. 
91.7% -Hard to measure good efforts. Define 
an indicator and set a target then 
measure against that target annually. 
Based on this comment, this item 




would not stand for the current project 
which is explorative in nature.  
Q1.3.5 We believe that allowing fathers’ 
attendance at childbirth in our health 
facility will strengthen our mission to 
promote respectful maternity care. 
91.7% -I’m not sure it is the best way to 
promote respectful care. The women 
are best placed to report on this, 
otherwise we disempower them if they 
have to depend on a man’s presence 
to receive respectful care.  
The item not appropriate to 
be asked the heads of 
maternity units. 
Q1.3.9 Introducing fathers to attend childbirth 
is not in line with our health facility’s 
principles. 
91.7% -It is a repetition of 1.3.8  Similar to 1.3.8 
Q1.3.13 Our health facility has a space in the 
maternity ward where fathers talk to 
other fathers about childbirth topics. 
91.7% -This statement could be not relevant 
because, in the Rwandan context, it 
can be difficult to make this applicable.  
Item not relevant to the 





Nine new items emerged from the suggestions for improvement submitted by the 
panel (see Table 4.9). 
Table 4.9: New items proposed for the MPAC-QHMUs 
Proposed question/item Section where proposed question/item 
may fit 
How many birth companions does your facility allow 
to be with the woman during childbirth? 
Section One: Health facilities' current 
practice of facilitating fathers' attendance at 
labour and/or birth 
Does your health facility request the woman’s consent 
before permitting companion of her choice to attend 
childbirth?  
Section One  
Does the policy or guideline describe the father’s role 
when attending labour and birth? 
Section One  
If it is the woman’s choice, does your health facility 
currently allow fathers to attend delivery? 
Section One  
Under what condition (s) do you permit fathers to 
attend labour and/or birth? Response options will 
include:  
1. If it is the woman’s choice 
2. If the father wishes to attend childbirth 
3. The father is obliged to be present at labour and 
delivery once he arrives at the health facility 
4. Only when the birth is expected to be normal 
5. If there is a likelihood that the woman will 
develop complications 
6. Only when the woman is to be transferred to 
another facility 
7. Caesarean Section 
Section One  
Our health does not encourage fathers’ attendance at 
childbirth because they can get in the way of maternity 
staff.  
Section Two: Factors determining whether or 
not health facilities encourage fathers' 




Our labour rooms do not offer sufficient privacy to 
enable fathers to attend labour. 
 
Our delivery rooms do not offer sufficient privacy to 
enable fathers to attend labour and/or birth.  
Section Two 
The practice of encouraging fathers to attend 
childbirth in our facility is fully functional.  
Section Three  
 
ii) The MPAC-QMS 
Out of 83 items sent out, 56 achieved 80% agreement cut-off. A further 14 items 
achieved 80% consensus cut-off but needed revisions in their structure, wording, and 
addressing typographical errors (see appendix 4.11) which would need further 
assessment in round two. Six items achieved between 60% and 79% agreement cut-




Table 4.10: Items proposed for MPAC-QMS sent for re-assessment 








improvement as per 
recommended by expert 
panel members 
Decision made by the 
researcher and justification  
Section Two -Perceptions about fathers' attendance at labour and/or birth 
Q2.2.2 The woman should endure childbirth 
without the father’s presence. 
75% -A bit loaded? This item was not changed 
because it was important to find 
out the attitudes of maternity 
staff about this. 
Q2.2.19 Fathers’ presence at labour and/or 
birth can negatively impact on sexual 
relationships with their 
wives/partners. 
66.7%  Item was not changed because 
there were no suggestions for 
improvement provided by the 
panel.  
Q2.2.20 A father’s presence can be 
detrimental to the wellbeing of the 
labouring woman.  
75%  This item was not changed 
because we want to find out the 





Q2.2.24 Having fathers in the delivery room 
may lead to infection and 
contamination. 
75%  This item was not changed 
because we want to find out the 
views of maternity staff about 
this. 
Section Three -Attitudes regarding the acceptability of fathers' attendance at labour and/or birth 
Q2.3.4 It is acceptable to only allow fathers 
to stay with his wife/partner during 
labour. 
75% -As in 2.3.3 
-Similar to 2.3.1 
Item was not changed. It is 
neither similar to 2.3.3 nor 
2.3.1. 
Q2.3.5 It is acceptable to only allow fathers 
to stay with his wife/partner during 
delivery. 
75%  This item was not changed 
because we want to find out the 





Seven items were deleted as shown in Table 4.12. Three items were deleted because 
they overlapped with other items in the questionnaire, two did not achieve the 60% 
agreement cut-off, one item was suggested to be too sensitive to ask, and another 
item did not reflect the context of Rwanda.  
Table 4.12: Proposed items for the MPAC-QMS that were deleted 








improvement as per 
recommended by expert 
panel members 
Decision 




Maternity staff: Section One -Practices towards encouraging fathers' attendance at 
childbirth 
Q2.1.17 I brief the father with what 
to expect during delivery. 
91.7% Similar to 2.1.3 Similar to 
2.1.3 
Section Two -Perceptions about fathers' attendance at labour and/or birth 
Q2.2.6 The father may assure the 
safety of the mother and 
the baby when he is 
allowed to be present at 
labour and birth. 
83.3% -It implies the health 
workers are not to be 
trusted. Yet they are 
professional.  





Q2.2.11 Fathers’ presence at labour 
and birth relieves the 
mother’s anxieties and 
stress. 
83.3% Similar to 2.2.9 Similar to 
2.2.9 
Q2.2.12 A father’s presence at 
labour and birth increases 
the mother’s anxieties and 
stress. 
91.7% Similar to 2.2.9  Similar to 
2.2.9 
Q2.2.17 Fathers’ presence may 
cause women to desire 





more attention and 




Q2.2.18 The father may not wish to 
help the woman if she 
needs to go to bathroom. 




Section Three -Attitudes regarding the acceptability of fathers' attendance at labour and/or 
birth 
Q2.3.6 It is acceptable to allow 
fathers in the maternity 
ward only when they come 
to pay the maternity bills. 
75% -Important to ask! 
-Are the bills paid at the 
maternity ward? I’d think 
bills are paid to a cashier 
sitting in a finance office 
just outside of where there 
is a labour action.  
Based on the 
maternity 
ward set up, 
this item is 
not relevant.  
Two new items emerged from the comments submitted by the panel (see Table 4.13). 
Table 4.13: Proposed new items for the MPAC-QMS 
Proposed question/item Section where proposed que item may fit 
I understand that a woman may not want her 
husband/partner present at labour and/or birth.  
Section One  
I ask an expectant woman if she wants the father of 
the baby present at delivery.  
Section One 
Summary of Delphi round one 
After round one, 25 items for the MPAC-QHMUs that achieved 80% cut-off required 
modifications, nine items were added, and six items were deleted. As for the MPAC-
QMS, 14 items were modified, six items had a consensus cut-off between 60 and 79% 





One common issue noted was the choice of words and typical examples include the 
choice between policy and guideline, delivery and birth, and the confusion of using the 
term ‘father’. To resolve this issue, the research questions were revisited and World 
Health Organisations guidelines were consulted about birth companions and male 
involvement in childbirth to inform which term was appropriate. In addition, advice was 
sought from the supervisory team.   
Other items were multi-faceted i.e., they touched on two or more concepts in one item 
(Colton and Covert, 2007, Yorkston et al., 2008) and others were judged to be leading. 
One item (We believe that allowing fathers’ attendance at childbirth in our health facility 
will strengthen our mission to promote respectful maternity care) was judged 
irrelevant. Two panel members observed that women were best placed to report 
whether allowing fathers’ presence at childbirth would promote respectful care. They 
further added that it would be disempowering for women if they had to depend on a 
man’s presence to receive respectful care. Typographical errors were also detected 
from some questions and/or statements. 
c) Results of round Two 
i) MPAC-QHMUs 
Nine new items of the MPAC-QHMUs that emerged from the panel suggestions were 
assessed in round two (see questionnaire sent in Appendix 4.12). Items that achieved 
80% cut-off after round one but needed only minor corrections were not re-assessed 
in round two. If they were to be added, the questionnaire was going to be long and this 
might result in attrition of the panel members.   
After round two, all nine items of the MPAC-QHMUs sent for assessment achieved 
80% agreement cut-off. 
ii) The MPAC-QMS 
Eight items  including two new items and six items that that achieved between 60% to 




one (see questionnaire sent in Appendix 4.12).  For the same reasons given for the 
MPAC-QMHUs above, only items that achieved 60-79% consensus in round one and 
new items were sent for round two.  
After round two, four out of eight items of the MPAC-QMS achieved 80% agreement 
cut-off but needed some amendments in their sentence structure to make them clear. 
The remaining four items of the MPAC-QMS were rejected because they did not 




Table 4.14: Items for the MPAC-QMS that were deleted  
 




comments provided by the 
panel members 
Reason for deletion  
Section One -Practices towards encouraging fathers' attendance at childbirth 
2 I ask an expectant woman if she wants 
the father of the baby present at 
delivery. 
77.8% -This question is weak because 
the woman may say no because 
she thinks the service is not 
welcoming and does not provide 
enough support/information for 
this. 
-Is asking similar to obtaining 
consent? Because consent is 
more than asking? 
Item did not reach 80% 
agreement cut-off.  
Section Two -Perceptions about fathers' attendance at labour and/or birth 
2.2.2 The woman should endure childbirth 
without the father’s presence. 
77.8%  The word ‘endure’ is very 
negative.  





2.2.24 Having fathers in the delivery room 
may lead to infection and 
contamination. 
77.8% -Having fathers in the delivery 
room may be the source of 
infection and contamination.  
-Only relevant if you are looking at 
how some staff members justify 
exclusion of fathers for false 
reasons.  
Item did not reach 80% 
agreement cut-off. The 
panel’s advice that this item 
could only stand if the current 
study seeks to find out health 
providers’ justification to why 
they exclude fathers was 
taken into consideration. 
Section Three -Attitudes regarding the acceptability of fathers' attendance at labour and/or birth 
2.3.4 It is acceptable to only allow a father 
to stay with his wife/partner during 
labour. 
77.8% -Only relevant if any unit imposes 
a policy, which would be in 
complete contravention of any 
known standards of care. WHO 
specified ‘birth partner of her 
choice”. 
-The question I think implies that 
you mean only at labour and not at 
birth, but that are not clear to the 
respondent  
Item was deleted because it 






Summary of round Two 
In round two, nine items of MPAC-QHMUs achieved 80% consensus cut-off but 
needed some amendments. As for the MPAC-QMS, four items achieved 80% 
agreement cut-off but needed some corrections in their structuring, and four were 
deleted.   
Some structural and clarity issues were detected during round two. Commenting on 
the item ‘It is acceptable to only allow a father to stay with his wife/partner during 
labour’, two participants observed that this might not reflect health facilities’ internal 
policies and protocols in Rwanda and similar countries. It was noted that the item 
would only be relevant if any unit imposes a policy, which they found would be in 
complete contravention of known standards of care and WHO standards on birth 
companions. Other items had syntax issues e.g. ‘The practice of encouraging fathers 
to attend childbirth in our facility is fully functional’. Rather than stating that the practice 
is fully functional, it was suggested that the item should be formulated in the other 
direction to get a higher response and suggested to start as follows: ‘We still face 
challenges in ….’. Items that would be likely to produce biased response such as ‘I 
understand that a woman may not want her husband/partner present at labour and/or 
birth’ were identified. One participant commented that some health professionals might 
claim that they understood the woman’s wish when it was not true. One participant 
observed that the word ‘endure’ used in the item ‘The woman should endure childbirth 
with the father’s presence’ was very negative. 
In the compilation of the questionnaire for round three, consideration was given to 
participants’ suggestions to use male partner’ instead of ‘father’. Although the term 
‘father’ may convey a personal touch to parenthood responsibilities as suggested by 
two participants, the researcher chose to replace it with ‘male partner’ because it is an 
inclusive and neutral term. In addition, not all male partners are the father of the baby. 






d) Results of Round Three 
After the previous two rounds, 50 items were retained for the MPAC-QHMUs and 74 
were retained for the MPAC-QMS. Before launching round three, further analysis of 
the panel’s suggestions for items that achieved 80% agreement was performed to 
refine items and/or identify any overlapping and/or irrelevant items. This scrutiny  
resulted into eight items of the MPAC-QHMUs and ten items of the MPAC-QMS to be 
dropped because their content was covered in other items of either questionnaire.  
In round three, 42 items for the MPAC-QHMUs and 64 items for the MPAC-QMS were 
assessed by the panel. After this round, seven items were rephrased to address clarity 
issues identified and correct typographical errors in some of them. Some of the issues 
found in these seven items included ambiguous words like in the item ‘Does your 
health facility have a policy or a guideline on birth companions?’. Three panel 
members observed that a policy and guideline were not synonymous since the 
question was asked at the service delivery point. They proposed that the item should 
be written as follows: ‘Does the facility have protocols on birth companions?’. One item 
‘Maternity staff in our health facility are not willing to permit male partners to be present 
at childbirth’ was judged to be vague. Reasons leading to staff’s unwillingness to 
permit male partners’ presence were not specified in the item. One item ‘Our health 
facility does not encourage male partners' attendance at childbirth because staff fear 
being reported for mistreatment to an authority such as the Ministry of Health.’ had 
syntactic issues. It was suggested that it could be framed as ‘Staff at our facility are 
worried about male partners’ attendance at childbirth because they fear being reported 
for mistreatment to an authority such as the Ministry of Health. 
After round three, one item of the MPAC-QHMUs and three items of the MPAC-QMS 
were eliminated. One item of the MPAC-QHMUs was deleted because the reason 
leading to maternity staff’s unwillingness to permit male partners’ presence at 
childbirth was not specified. Three items for the MPAC-QMS were discarded because 
they were not relevant to the context of Rwanda regarding the provision of information 




4.3.9. Finalising the questionnaires 
Forty-one items were retained for the MPAC-QHMUs and 61 items were retained for 
the MPAC-QMS. Only close-ended items were included in both the MPAC-QHMUs 
and the MPAC-QMS. In anticipation that some participants might not provide adequate 
responses due to English language limitation; which might potentially lead to high item 
response error, the two questionnaires had not included any open-ended items.  
The sequence of items in MPAC-QHMUs was revised to add filters to guide 
respondents answers to questions/or statements that pertained to them. For instance, 
respondents who answered ‘no’ to questions 1.1.8 and 1.1.9 were requested to 
proceed to section two of the MPAC-QHMUs.  
A cover page for each questionnaire containing instructions for participants was 
created. In addition, a section requesting details about the health facilities’ background 
was added to MPAC-QHMUs. A section of demographic information was added to 
MPAC-QMS. The final version of each questionnaire was uploaded to the Jisc online 
survey website and pdfs created.   
4.5. Summary  
Using a Delphi approach, this study set out to construct two questionnaires that could 
be used to explore the extent to which health facilities in Rwanda facilitate women’s 
choice to have their male partner as a birth companion, to identify barriers and 
enablers to this practice, and to explore health providers’ views about the acceptability 
and feasibility of male partners’ attendance at childbirth. This chapter has described 
the methods used in constructing and assessing the content of the two questionnaires. 
The items that had problems with comprehension and clarity were either revised or 
excluded from the questionnaires following the suggestions of the panel. The study 
recruited 15 participants of whom twelve completed round one and eight participants 
completed three rounds of the Delphi survey. 
Two new questionnaires were developed. The Male Partners’ Attendance at 




developed for Heads of Maternity Units to explore the current practice, moderators, 
and facilities’ readiness to implement male partners’ attendance at childbirth. The Male 
Partners’ Attendance at Childbirth- Questionnaire for Maternity Staff (MPAC-QMS) 
was developed for maternity staff to collect information about their practices, 
perceptions, and attitudes regarding the acceptability and feasibility of male partners’ 
attendance at labour and/or birth. These two questionnaires were used in the next 
empirical phase of the thesis that involved a descriptive pilot survey conducted in 





CHAPTER FIVE: CONCEPTUAL MODEL 
This chapter describes and justifies the conceptual model used in the research. In 
research, a conceptual model can be used in three ways: i) to provide an organising 
structure for the research design and methods, ii) to guide the development and testing 
of an intervention and hypotheses, and iii) to interpret the study results and place them 
within the context of science in the field of investigation (Polit and  Beck, 2017, Mock 
et al., 2007). For this thesis, the conceptual model to inform the primary research was 
added after the process of questionnaire development and testing in the Delphi study. 
As a result, the chosen conceptual model informed the items in the final versions of 
the questionnaires, the interpretation of the developed questionnaires and the findings 
from the pilot study. Further details about the use of the conceptual model are 
presented in Section 5.3. 
In this chapter, a detailed account of the conceptual approach that was employed in 
this research is provided. Section 5.1 starts with a rationale to why theoretical 
approaches from the field of implementation science were chosen to inform this study. 
Section 5.2 provides an overview of implementation science theories, frameworks, and 
models. Section 5.3 proceeds with discussing the conceptual model of implementation 
phases and factors affecting implementation in public services which informed the 
primary research activities (Aarons et al., 2011). This section further presents the 
mapping of items of the two questionnaires constructed in the previous consensus 
study (Chapter Four) to the conceptual model informing this research. Lastly, this 
section discusses the results of the mapping exercise and further evaluates the role 
of Aarons’ model in designing the MPAC-QHMUs (Male Partners’ Attendance at 
Childbirth-Questionnaires for the Heads of Maternity Units) and the MPAC-QMS (Male 
Partners’ Attendance at Childbirth-Questionnaire for Maternity Staff).  Section 5.4 
summarises this chapter.  
5.1. Rationale for using implementation science approaches 
During development and testing of the questionnaires in the Delphi study it became 




justifies the use of an implementation science approach and the choice the final model 
selected for the rest of the study. 
There is review-level evidence highlighting the benefits for women to be supported by 
a birth companion of their choice.  The benefits include giving birth with none or fewer 
unnecessary medical interventions,  more emotional support, physical support to cope 
with labour pain, and improvement in the woman’s overall birth experience (Bohren et 
al., 2017). The presence of a woman’s preferred companion along with the skilled 
health providers can enable the woman to use her inherent physical and psychosocial 
capacities to labour and give birth to a healthy baby with necessary pharmacological 
and non-pharmacological interventions meeting the woman’s individual, cultural, and 
psychological needs in a safe environment (Downe et al., 2018). Informed by this 
evidence, the World Health Organisation’s calls for health facilities to facilitate the 
woman to have a companion of her choice whenever conditions allow (WHO, 2018). 
When the woman’s chosen companion is her male partner, his presence if efficiently 
handled by both the male partner himself and the caring team, may not only be 
beneficial to the woman but can also benefit both the man himself and the baby to be 
born (Brandao and Figueiredo, 2012, Johnson, 2002). Allowing the male partner to 
attend childbirth if the woman chooses for that can be a good start of responsible 
fatherhood and further can enhance shared parenthood which can have positive 
effects on the child’s mental and physical growth (Plantin et al., 2011).  The review 
work from LMICs presented in Chapter Two established that having a birthing 
companion of the woman’s choice improves the woman’s overall birth experience. 
More particularly, some women report that when their male partners stay with them 
during labour and/or birth, they feel less distressed during labour thanks to emotional, 
practical, and intercessional supports provided by their partners (Bohren et al., 2019, 
Bohren et al., 2017, Lwanga et al., 2017, Ndirima et al., 2018). Women further point 
out that if their male partners attend childbirth, it might facilitate the couple’s shared 
decision to uptake family planning. Current practice of allowing male partners’ 
presence at labour and/or birth in Rwandan health facilities is unclear but from few 
studies that exist it is likely that practice change will be needed to respect the woman’s 




Since the research questions set for the primary research are directly linked to using 
research findings to improve practice, theoretical frameworks and/or models from the 
implementation science can help with identifying current practice in order to determine 
whether or not male partners’ attendance is an acceptable and feasible practice in 
Rwandan health facilities. Translating research findings into practice for improved care 
requires the adaptation to local contexts and can vary from setting to setting. 
Therefore, it was important to frame the current research on implementation science 
models in order to develop the current research further in terms of developing effective 
interventions or strategies to help make male partners attendance at childbirth when 
it is the woman’s choice routine practice in Rwandan health facilities. Thus, it was 
important to understand the current situation to determine facilities’ readiness to 
initiate  and/or sustain the facilitation of a woman’s male partner to attend childbirth if 
she might choose that and help to understand potential factors of male partners’ 
attendance at childbirth within the context of Rwandan health facilities.  
5.2. A brief review of implementation science frameworks and models 
Nilsen (2015) identified three overarching aims of theories, models, and frameworks 
of implementation science which classified into five theoretical approaches. 
Process frameworks groups frameworks or models that describe and/or guide the 
process of translating research into practice (Nilsen, 2015). Process frameworks 
describe the implementation aspects and stages  that should be followed whilst 
adopting evidence-based practice improvement from discovery, planning, execution, 
and management of implementation endeavours (Nilsen, 2015).  
Determinant frameworks comprises conceptual frameworks and/or models whose 
purpose is to explain individual factors related to contextual factors that can affect the 
implementation processes (Nilsen, 2015). Under this category, there are determinant 
frameworks and implementation theories (Nilsen, 2015). Determinant models describe 
facilitators and barriers that may influence implementation outcomes within a given 
context (Nilsen, 2015). These frameworks include for instance Promoting Action on 




Theoretical Domains Frameworks (Cane et al., 2012), and Consolidated Framework 
For Implementation Research (Damschroder et al., 2009). Implementation theories 
help understand specific aspects of the implementation process. There are four 
implementation theories: implementation climate theory (Schneider et al., 2013, 
Weiner et al., 2011), absorptive capacity theory (Zahra and George, 2002), 
organisational readiness theory (Weiner, 2009), and the normalisation process theory 
(May and Finch, 2009).  
Evaluation frameworks inform  studies that seek to evaluate implementation outcomes 
(Nilsen, 2015). Evaluation frameworks and/or models assess structural aspects of the 
implementation to determine the success and sustenance of implementation 
endeavours (Nilsen, 2015). There are three of these frameworks: 1) Reach, 
Effectiveness, Adoption, Implementation, Maintenance (King et al., 2010), 2) the 
PRECEDE-PROCEED model (Howat et al., 1997), and 3) outcomes for 
implementation research model (Proctor et al., 2011). 
A conceptual model that informed this study was selected from the process  
frameworks of implementation. This was appropriate because as an entry point to 
identifying areas for practice change, this study sought to explore the current practice 
and challenges of implementing male partners’ attendance at childbirth within Rwanda 
health facilities; hence, process frameworks were suitable for this purpose.  
5.3. Conceptual model that informed the current study 
The current study was informed by the conceptual model of implementation stages 
and factors affecting implementation in public services by Aarons et al. (2011) 
illustrated in Figure 5.1. From different models identified as Process Frameworks, 
Aarons’ model was selected to inform this study because it enumerates different 
phases of the implementation process including exploration, adoption, preparation, 
active implementation, and sustainability (Aarons et al., 2011, Fixsen et al., 2005). 
This study sought to explore the current practice to determine the stage at which 
facilities were  in encouraging a woman’s male partner to attend labour and/or birth. 




the literature to affect male partners’ attendance at childbirth, were likely to influence 
facilities’ implementation of this practice at each stage. Unlike other process models 
such as QIF (Quality Implementation Framework) and PRISM (Practical, Robust 
Implementation, and Sustainability Model ) which tend to focus only on a list of 
activities needed to be implemented for practice change project (Feldstein and 
Glasgow, 2008, Meyers et al., 2012),  Aarons et al. (2011) highlights the importance 
of context in promoting or hindering implementation success at each phase of 
translating evidence into care provision. Aarons et al. (2011) provide internal and 
external contextual factors that can influence the implementation endeavours at each 
stage of their translation into practice (Figure 5.1). According to Aarons et al. (2011),  
context may be classified into two interacting domains: outer setting and inner setting 
(Aarons et al., 2011). As presented in Figure 5.1, the outer setting considers the 
economic, political, and social contexts external to the organisation where the 
innovation and/or practice is carried out (Fixsen et al., 2005, WHO and UNICEF, 
2014, Aarons et al., 2011). The inner setting encompasses contextual factors such 
as the organisational structure, culture, policies, values, and organisational 
members’ capacity to implement, and their perceptions of and attitudes to the 
practice (Fixsen et al., 2005, Pearson and Marshall, 2014, WHO and UNICEF, 2014, 
Aarons et al., 2011). Another reason for considering this model is that it encapsulates 
key components from other implementation models and frameworks relevant to 
moderators influencing practice change (Aarons et al., 2011). The model can enable 
the researcher to focus on factors that can be measured to determine their extent 
and this may provide quantifiable evidence-based data that can drive the design of 
interventions to improve practice. For these reasons, compared to other 
implementation science frameworks and models described in the previous section, 
Aarons’ model appeared the most appropriate to use due to the exploratory nature 




Figure 5.1: Conceptual model of implementation phases and factors affecting 




The Aarons’ model displayed above was selected to inform the interpretation of the 
findings of the primary research. This conceptual model did not inform the choice of 
the design of the study, the methods for the primary research, nor inform the structure 
of the two questionnaires for the Delphi consensus study. However, the constructs of 
the exploration phase of Aarons et al. (2011) model were used to inform a post-Delphi 
check of the content of newly-developed questionnaires. Items developed from the 
Delphi consensus study were mapped against the constructs of exploration stage of 
Aarons’ et al. model (Aarons et al., 2011) to verify if potential outer and inner context 
factors that may influence health facilities’ implementation of male partners’ 
attendance at childbirth in Rwandan health facilities were covered in each 
questionnaire (see 5.3.2 for details).The conceptual model further guided the 
discussion of the findings of the descriptive pilot survey (7.2.2).  Next, a detailed 
explanation of the exploration phase and its influencing outer and inner context factors 
(Aarons et al., 2011), is given. 
5.3.1. Conceptualisation of the exploration phase of Aarons’ 
model 
As illustrated in Figure 5.1, the exploration phase is the initial stage of the 
implementation cycles in which existing service practices are assessed to identify 
issues affecting service delivery (Aarons et al., 2011). The exploration phase can 
contribute to the identification of practice improvement needs based on the outer and 
inner contextual factors affecting current practice and, may also determine ways to 
address those needs (Aarons et al., 2011, Moullin et al., 2019).  
i) Outer contextual factors 
Major outer contextual factors within the exploration phase include socio-political 
context, funding, client advocacy, and inter-organisational networks. According to 
Aarons et al. (2011), the socio-political context and funding can determine whether or 
not organisations are motivated to explore practice improvement initiatives. Thus, 
availability and/or lack of legislation, policies, monitoring and review mechanisms, 
service and research grants, and sources of funding can all affect the organisations’ 




2011). Another driver for organisational exploration of practice change can be client 
advocacy. Through their demands as beneficiaries of care and service consumers 
and/or through their advocacy efforts with legislators, clients can exert influence on 
organisations to implement changes into their practices (Aarons et al., 2011). In the 
context of this thesis, client advocacy may entail a call by women, their families, and/or 
other stakeholders for enactment of policies that promote women’s right to have birth 
a companion of their choice including their male partners. For any organisation to 
promote the use of evidence in service delivery change, they need to foster their 
collaborations and networks (Aarons et al., 2011).  
ii) Inner contextual factors 
Inner contextual factors encompass two aspects: i) organisational characteristics, ii) 
individual adopters’ characteristics which can facilitate and/or hinder the exploration 
of practice change (Aarons et al., 2011). Characteristics of an organisation that can 
affect the exploration include three inner factors: i) absorptive capacity, ii) readiness 
for change, and iii) receptive context (Aarons et al., 2011). The absorptive capacity 
entails the organisation’s ability to value and use evidence-based knowledge and skills 
to bring desired changes within current organisational practices (Aarons et al., 2011). 
Another component of absorptive capacity is culture which is defined as normative 
beliefs and shared expectations of the organisation (Aarons et al., 2011). Climate 
refers to the organisation’s readiness to accept and promote the exploration of the 
practice improvement (Aarons et al., 2011). Individual adopters’ characteristics cover 
adopters’ characteristics such as values, goals, social networks,  and perceived need 
for change (Aarons et al., 2011).  
5.3.2. Mapping items to the conceptual model 
Items of the two questionnaires were mapped against the contextual factors of the 
exploration phase of the Aarons’ conceptual model (Aarons et al., 2011). This was 
done to: 1) to verify whether or not generated items captured all the contextual factors 




of the two questionnaires. Items validated during the Delphi study were mapped 
against the Aarons’ model. The mapping exercise followed the following steps: 
 Revisiting the research questions and focus area for both MPAC-QHMUs and 
the MPAC-QMS; 
 Checking the meaning of each factor within Aarons’ model as explained by the 
author; 
 Reading each item from both MPAC-QHMUs and the MPAC-QMS to grasp its 
meaning and determining if an item reflected any contextual factors from the 
Aarons’ conceptual model; 
 Matching items with the factors they represented in the Aarons’ model; 
 Highlighting contextual factors from the conceptual model without an item 
representing them in either of the questionnaires, to examine if there might be 
any interconnection between them and male partners’ attendance at childbirth. 
 Where possible, draft new items from factors with no items covering them in 
both questionnaires; 
 Adding new items to relevant questionnaire. 
5.3.3. Results of the mapping exercise 
Most of items in the two questionnaires (n=76) were about the inner context factors, 
20 items covered both constructs of outer and inner contexts, and eight covered the 
constructs of outer context of the exploratory phase of the conceptual model of 
implementation stages and factors influencing implementation in public service 
sectors (Aarons et al., 2011). Contextual factors such as values, receptive context, 
knowledge and skills of inner context dimension were the represented by the questions 
and/or statements of the two questionnaires. As for the outer context dimension, 
culture and policies aspects were captured in most items. Table 5.1 presents the 
distribution of items per each contextual factor. The results of the whole mapping 




Table 5.1: Representation of items per each contextual factor in the exploration 
phase of Aarons’ model (Aarons et al., 2011) 
Factors affecting the 
exploration phase 
 Number of items 




Legislation  1 
Policies  15 
Monitoring and review 0 
Service grants 1 
Research grants 0 
Foundation grants 0 
Continuity of funding 0 
Consumer organisations 1 
Direct networking 0 
Indirect networking 0 
Professional organisations 0 










Knowledge and skills 12 
Readiness for change 7 
Receptive context 27 
Climate 16 
Leadership  
Values  38 
Goals  0 
Social networks 0 
Perceived need for change 1 
As shown in Table 5.1, some constructs reviews, for instance, social networks, 




had no questionnaire items to represent them because there was no evidence from 
the literature (Chapter Two) to suggest that these would influence male partners’ 
presence at childbirth in LMICs. 
5.3.4. New questions drafted from the mapping exercise 
The constructs which had not been covered in any item were examined for relevance 
to the study. Two additional items were added to the MPAC-QHMUs  to reflect the 
inter-organisational networks and knowledge/skills as presented in Table 5.2. The two 
items were added to the MPAC-QHMUs without being checked by the Delphi panel.  
Table 5.2: Items from the mapping exercise 
Item Construct represented 
Does your health facility collaborate with any 
external organisations to train maternity staff 
about male partners’ attendance at childbirth?  
Outer context factors: Inter-
organisational networks  
Does your health facility provide maternity staff 
with educational resources related to male 
partners’ attendance at childbirth? 
Inner context factors: 
knowledge/skills 
5.3.5. Discussion of the role of Aarons’ model in designing the 
MPAC-QHMUs and the MPAC-QMS 
The exploration phase of the Aarons’ conceptual model informed this thesis (Aarons 
et al., 2011). The exploration phase is the initial stage of the implementation cycle in 
which existing service practices and the needs of the users are assessed (Aarons et 
al., 2011) to help identify and understand  issues affecting service delivery in order to 
successfully implement any changes (Aarons et al., 2011, Moullin et al., 2019). 
Aarons’ model was used to check the items of the MPAC-QHMUs and the MPAC-
QMS generated from the modified Delphi study. Items in the two questionnaires were 




questionnaires had covered important outer and inner contextual factors defined in 
section 5.3.1.  
Following the mapping exercise, it was found that MPAC-QHMUs and MPAC-QMS 
included items that reflected the constructs of the outer and inner contexts of the 
exploration phase of Aarons’ model (Aarons et al., 2011). The policy aspect of the 
outer contextual factors was covered by most items of the two questionnaires.   
In Aarons’ model, culture is considered an inner context factor because it reflects 
organisational beliefs, values, attitudes, and norms upheld by members of an 
organisation and which may shape their behaviours towards the practice change 
(Aarons et al., 2011). In this study, culture as one of the factors that can influence the 
implementation of facilitating women’s choice of having their male partners at childbirth 
was treated as  both an outer context  factor and inner context factor by the researcher. 
This was because in the context of male partners’ attendance at childbirth, in this 
study, culture embodied societal norms, traditions, gender established roles, and 
beliefs which could influence men’s involvement in childbirth. From the implementation 
point of view, these cultural elements are beyond the organisational control and could 
not fit neatly in inner context as posited by Aarons’ model (Aarons et al., 2011). The 
literature suggests that social culture can influence the evidence-based practice and 
implementation endeavours (Hulme, 2010, Cabassa and Baumann, 2013). However, 
further research is needed to examine how these two subsets of culture coexist in the 
implementation of practice change.  
Culture as an inner context factor encompassed the organisational norms reflected in 
the policies, or protocols guiding birth companionship within health facilities. Culture 
also encompassed maternity staff approaches to facilitating the woman’s male 
partner’s presence at childbirth if it was her choice.  
Some of the outer context constructs of the exploration phase had no items in the 
MPAC-QHMUs and the MPAC-QMS to represent them. There were no specific 
questions addressing factors such as the monitoring review, funding, client advocacy, 




the two questionnaires. This was primarily because there was no evidence from the 
systematic reviews that suggested that these particular factors would be important to 
the implementation of male partners’ attendance at childbirth in LMICs, nor were these 
issues raised during the consensus study. For instance, there was nothing from the 
literature to indicate that financial resources are needed for facilities to implement 
and/or facilitate a woman’s male partner attendance at labour and/or birth depending 
on her choice. However, in the context of male partners’ attendance at childbirth, the 
financial resources in Aarons’ model may be much more relevant to later stages of 
implementation than in the exploration phase (Aarons et al., 2011).  
The mapping exercise revealed that, apart from social networks and leadership 
factors, the MPAC-QHMUs and the MPAC-QMS had items about all remaining inner 
context factors of the exploration phase (Aarons et al., 2011). Factors such as 
receptive context, knowledge and skills, values, organisational characteristics, 
readiness for change, and climate had many items that represented them in both 
questionnaires. These factors had a wider coverage in the two questionnaires because 
they pertained to the intra-organisational factors (those factors which can be controlled 
by  an organisation) and could  determine the fit of an evidence-based practice within 
care provision  (Robert and Fulop, 2014, Gagnon et al., 2014).  
5.4. Summary 
In this chapter, the choice of a conceptual model has been discussed. A review of 
implementation science frameworks and models was carried out in order to determine 
which one was suitable for the study. The Aarons’ conceptual model (Aarons et al., 
2011) of stages of implementation and factors affecting implementation was selected 
to inform the primary research. Items of the MPAC-QHMUs and the MPAC-QMS were 
mapped to the Aarons’ model to verify if all relevant contextual factors that may 
influence organisations’ endeavours to consider evidence-based care to improve 
patients’ routine care were captured.  As discussed in this chapter, most of the inner 
contextual factors from Aarons’ model were included in the two questionnaires. 
However, some of outer context factors in the Aaron’s model were not included in the 




health facilities are funded there. Two additional questions were added to the MPAC-
QHMUs as result of this exercise.  One question was about facilities’ collaboration with 
external organisations to train maternity staff about male partners’ attendance at 
childbirth, and another asked about facilities’ provision of educational resources 
related to male partners’ attendance at childbirth to maternity staff. The Aarons’ model 
is next used in Chapter Seven (7.2.2) to discuss the findings of the pilot study reported 


















CHAPTER SIX: A DESCRIPTIVE PILOT SURVEY 
This chapter presents the methods and findings of a descriptive pilot survey conducted 
during the second phase of the primary research. The Male Partners’ Attendance at 
Childbirth-Questionnaire of Heads of Maternity Units (MPAC-QHMUs ) and the Male 
Partners’ Attendance at Childbirth-Questionnaire of Maternity Staff (MPAC-QMS ) 
developed as a result of the modified Delphi study reported in chapter 4, were piloted 
in selected health facilities within Kigali, Rwanda. This study was conducted to pilot 
the questionnaires to assess their acceptability regarding the overall response rate in 
maternity units, and the feasibility of the methods, in terms of recruitment, methods of 
administration, data collection procedure, and consent to participate in the study. The 
study also sought to collect preliminary data to answer the research questions reported 
earlier in chapter three (3.1), namely: 
 To what extent do Rwandan health facilities encourage male partners’ 
attendance at childbirth when it is the woman’s choice?  
 What are the moderators to male partners’ attendance at labour and/or birth in 
Rwandan health facilities when it is the woman’s choice? 
This chapter comprises two major sections: 6.1 covering the methods of this study and 
6.2 reporting the findings obtained after piloting the MPAC-QHMUs and the MPAC-
QMS.  
6.1. Methods 
This section critically discusses and justifies the methods used to conduct this study. 
6.1.1. Study Design  
To answer the research questions set for this study, a large-scale survey applying a 
quantitative descriptive design could have been conducted. Descriptive quantitative 
studies describe the current situation, and  can help to describe people’s perceptions, 
attitudes of, and views about a topic of interest (Nieswiadomy and Bailey, 2018, Nardi, 




association of the respondents’ characteristics with the topic under study (Nardi, 
2015).  
A survey design has some advantages. First, a descriptive survey is less costly to 
reach larger samples and may facilitate the exploration of multiple topics in one study 
(Lau and Kuziemsky, 2016). A descriptive survey can also help to collect information 
about prevalence, distributions, and associations between variables about the topic 
under study (Polit and Tatano Beek, 2017). A survey can focus on a wide range of 
topics within one study (Polit and Tatano Beek, 2017). Descriptive surveys may be 
affected by some drawbacks including gaps between what people report they do and 
what they actually do; which is referred to as social desirability bias (Lau and 
Kuziemsky, 2016, Waltz et al., 2010). Social desirability bias when not limited during 
the design of a data collection tool and during its piloting, it can significantly 
compromise the validity of the tool (Van de Mortel, 2008, Althubaiti, 2016). Social 
desirability bias can lead to inaccurate results which cannot inform practice and/or 
behaviour change interventions to protect the lives of the people (Li et al., 2012),  and 
the value of the findings is lessened.  Descriptive surveys may also be affected by low 
response rates, lack of opportunity to probe answers to obtain further explanations, 
and some items may be misunderstood (Lau and Kuziemsky, 2016).  
Since a large-scale survey was needed to report on the current practice of enabling 
women to choose their male partners as companions during childbirth and factors 
affecting that, a descriptive design was appropriate to collect data about these areas 
of interest. In addition, due to the explorative nature of the study, a descriptive 
quantitative design was appropriate for the large-scale survey in that it would help to 
describe the current situation and identify most pertinent moderators of male partners’ 
attendance at childbirth in Rwandan health facilities. The descriptive design was also 
appropriate to the exploration phase of the Aarons’ implementation model selected to 
underpin this study. 
As a good practice, any large-scale quantitative study should be preceded by a pilot 
study (Gray et al., 2016). However, it is not always possible to conduct a pilot study 




number of factors including the study design, nature of the research process involved 
in implementing that study design, scope and purpose of that study, and the context 
in which the study will be implemented.  Van Teijlingen and Hundley (2001) suggest 
some of the reasons for conducting pilot studies presented in Figure 6.1.  
Figure 6.1:Reasons for conducting the current pilot study (Van Teijlingen and 
Hundley, 2001) 
 Developing and testing adequacy of research instruments  
 Assessing the feasibility of a (full scale) study/survey  
 Designing a research protocol 
 Assessing whether the research protocol is realistic and workable 
 Establishing whether the sampling frame and technique are effective  
 Assessing the likely success of proposed recruitment approaches  
 Identifying logistical problems which might occur using proposed methods 
 Estimating variability in outcomes to help determining sample size  
 Collecting preliminary data  
 Determining what resources (finance, staff) are needed for a planned study  
 Assessing the proposed data analysis techniques to uncover potential problems  
 Developing a research question and research plan  
 Training a researcher in as many elements of the research process as possible  
 Convincing funding bodies that the research team is competent and knowledgeable  
 Convincing funding bodies that the main study is feasible and worth funding  
 Convincing other stakeholders that the main study is worth supporting 
As mentioned earlier in 3.3.2, a descriptive pilot survey was applied for this study 
because of the following reasons: 
 to pilot the MPAC-QHMUs and the MPAC-QMS were newly designed 
questionnaires which have not been used anywhere before and there was a 
need to pilot them. 
 to detect any wording issues that might affect their comprehension among the 




 to identify challenges in recruitment, sampling, and administration of the two 
questionnaires. 
 pragmatism - realistic given the administrative formalities from the Rwanda 
National Institute of Statistics.  
 to obtain baseline data about current practice, service level factors, and 
maternity staff views about male partners’ attendance at childbirth  (LoBiondo-
Wood and Haber, 2017, Bowling, 2014).  
Moreover, for this research, a descriptive pilot survey was the first step to lay the 
foundation for subsequent studies about factors affecting the implementation of 
women’s choice to have their male partners’ attendance at childbirth in Rwandan 
health facilities.  Since male partners’ attendance at childbirth is an emerging practice 
in most LMICs including Rwanda, a descriptive pilot survey was suitable to collect 
quantifiable data about this practice in its early stages of implementation (Gerrish and 
Lacey, 2010).  
6.1.2. Study setting  
The pilot study was conducted in maternity units of selected health facilities in Kigali, 
Rwanda. Kigali is the largest urban city geographically located in the centre of 
Rwanda. It is one of the five provinces of Rwanda and the capital city of the country. 
It is inhabited by around 1,200,000 people. Kigali is structured into three administrative 
districts (Gasabo, Kicukiro, and Nyarugenge), with each district having a health 
catchment (Kibagabaga, Masaka, and Muhima). All three catchment areas in Kigali 
had a total of 48 public health facilities that offered maternity services at the time of 
the study (MoH, 2019). When this study was planned, there was no official document 
indicating the number of private health facilities offering maternity services in Rwanda.  
Kigali was selected for two reasons. First, compared to the other four provinces 
(Southern, Eastern, Western, and Northern Provinces), Kigali has many private health 
facilities and referral hospitals. Second, as a capital of Rwanda, Kigali represents a 
sociocultural hub of the country. This may influence practices of health facilities within 




requests that. Third, it was important to select study sites that would be easy to reach 
geographically to reduce travel costs during the recruitment and data collection period. 
6.1.3. Study population and sampling 
The MPAC-QHMUs (see Appendix 6.1, in a separate attached document) was piloted 
with the heads of maternity units from public and private health facilities. The MPAC-
QMS (see Appendix 6.2, in a separate attached document) was piloted with nurses, 
midwives, physicians, and other ancillary staff in the maternity wards of those selected 
facilities. A discussion of the population and sampling process for each questionnaire 
is given below. 
i) Sampling for the MPAC-QHMUs 
A quota sampling approach was used to select health facilities. In this sampling 
approach, the sample is determined according to fixed strata and the selection process 
relies on the investigator’s judgement (Polit and Tatano Beek, 2017, Gray et al., 2016, 
Nieswiadomy and Bailey, 2018). The population under study can be stratified into 
convenient groups on the basis of pre-specified characteristics (Gray et al., 2016, Polit 
and Tatano Beek, 2017). Quota sampling can be used when there are practical 
considerations; namely, time limitation, lack of a sampling frame, and budget 
constraint (Etikan and Bala, 2017). Since the current study was a pilot study, quota 
sampling was used to enable the inclusion of a range of different types of public and 
private health facilities and staff groups to help understand whether the MPAC-
QHMUs and the MPAC-QMS were suitable across different health facility settings.  
Two quotas: i) public facilities, and ii) private facilities were set. Public and private 
health facilities were selected based on each level of care described in the Chapter 
One (health centres, district hospitals, referral hospitals, clinics, polyclinics, and private 
hospitals).  
Lackey and Wingate (1998) suggested that as a rule of thumb, the sample size for a 
pilot survey study can be 10% of the major study sample size. Based on this rule, the 




Rwanda. For this reason, a sample of 12 facilities in the final analysis would be 
sufficient to achieve a range of different facilities and different staff members , so in 
anticipation of non-response, 18 were invited. Three facilities at each level were 
sampled. Public health facilities included three health centres, three district hospitals, 
three referral hospitals. Private facilities comprised three clinics, three polyclinics, and 
three private hospitals. Although this study did not seek to compare male partners’ 
attendance at labour and/or birth between public and private facilities, it was important 
to include a range of different facilities representing levels of facilities in Rwanda in 
order to minimise any occurrence of sampling bias (Polit and Tatano Beek, 2017). In 
the context of this pilot study, sampling bias would occur for example if one level of 
public health facility such as a district hospital was sampled without considering other 
levels. Sampling bias would have occurred also if the study had excluded private 
facilities. Another source of bias would be administering the questionnaires to one 
category of staff in a maternity unit, for instance midwives, excluding other staff 
members such as nurses, obstetricians, medical doctors, and other staff affiliated to 
the maternity unit.  
A list of public facilities was retrieved from the Rwandan Ministry of Health website to 
sample nine public facilities in Kigali offering maternity care based on geographic 
proximity and history of facilitating research activities (MoH, 2019). A list of six private 
facilities was compiled from the websites of private insurance organisations operating 
in Rwanda. Three additional private facilities were obtained from the Department of 
Midwifery, University of Rwanda-College of Medicine and Health Sciences. 
ii) Sampling for the MPAC-QMS 
The sample size for the MPAC-QMS was determined based on pragmatic choice and 
convenience (Campbell, 2019). Available literature about sample size determination 
for pilot studies were only applicable to pilot randomised controlled trials, quasi-
experimental studies, and scale development (Hertzog, 2008, Johanson and Brooks, 
2010, Chen et al., 2014, Cocks and Torgerson, 2013). There was little discussion in 
the literature of sample size determination for exploratory pilot surveys, with quoted 




Garten et al., 2013, Kiruja et al., 2017, Zahn et al., 2019, Kumar P et al., 2020). For 
this reason, a pragmatic approach was used because the current study was 
explorative in nature and did not seek to test a hypothesis (Campbell, 2019). 
Moreover, the estimated number of staff affiliated to the maternity unit at each level of 
health facility from selected catchment areas in Kigali and at the national level was not 
available. Thus, the researcher could not make any estimates on what would 
constitute a reasonable sample size. There were no similar quantitative studies that 
investigated male partners’ attendance at childbirth from the perspective of health 
professionals whose sample and sampling approaches could be replicated in the 
current study (Campbell, 2019). Based on the available financial and time resources, 
the aim was to collect responses from 100 maternity staff which was well within the 
range of samples for pilot surveys in the literature. To reach this sample for the final 
analysis, it was planned that 150 questionnaires of MPAC-QMS were to be given to 
health facilities that completed the MPAC-QHMUs. 
A convenience sampling approach was used to select maternity staff (Gray et al., 
2016, Polit and Tatano Beek, 2017, Nieswiadomy and Bailey, 2018). This sampling 
approach was used because it requires less time efficient to reach the target sample 
compared to other sampling approaches (Gray et al., 2016). Use of convenience 
sampling in quantitative studies is often critiqued for limited representativeness  and 
generalisability (Gerrish and Lacey, 2010). However, convenience sampling was used 
because the purpose was not to generalise the findings from this pilot study.  
In order to reach as many staff as possible, all maternity staff on duty at the time of 
the researcher's visit to selected health facilities were approached to participate in the 
study. Copies of questionnaires were distributed to all staff working in the maternity 
units meeting these inclusion criteria: 
 nurse or midwife working in any maternity ward (labour, delivery, neonatology, 
or postpartum); 
 general medical doctor or an obstetrician working in the maternity unit; 




 worked with the maternity ward for a period of at least six months before the 
start of the study; 
 had formal training to provide care for women during labour, birth, and 
postpartum 
 capability  to answer the questionnaire in English language. 
The following people who might work in the maternity wards at the time of the 
questionnaire administration were excluded from this study: 
 students on clinical placements and interns 
 cleaners, porters, and secretaries 
 maternity staff not capable of answering the questionnaire in English. 
6.1.4. Recruitment process 
i) Gaining access to the study sites 
The recruitment process for this study was implemented in two steps: application to 
gain access to the initial selected health facilities in writing, and in-person follow-ups 
of 18 facilities. Access to maternity units was solicited through writing to the managers 
of the18 health facilities by emails, and paper copies of the invitation letters were 
delivered in person by the researcher. The invitation letter (Appendix 6.3) contained 
the title of the study, name of the researcher, purpose of the study, why they were 
chosen, and request to give permission to the Heads of Maternity Units and maternity 
staff to participate in the study. The letter proposed a date when the study would start. 
Along with the invitation, an announcement  to advertise the study on the facility’s 
notice boards and in the maternity staff room was attached (see Appendix 6.4, on 
separate attachment). Managers of selected facilities were asked to confirm the 
participation of their facilities in the study by responding to the email or telephone, or 
hand delivered letter within one week. Further phone and email follow-ups were sent 





ii) Recruitment of Heads of Maternity Units and maternity staff 
After obtaining the institutional permissions to conduct the study, the recruitment 
phase followed. Studies conducted in healthcare institutions may recruit participants 
using administrative databases, reaching potential participants through referral 
techniques, and approaching the target population directly (Gray et al., 2016). The 
latter method was used to recruit participants for the MPAC-QMS because the email 
details of staff from the majority of selected facilities were not available. Maternity staff 
were recruited face to face on-site when selected facilities were visited. Due to the 
delay to gain access to the facilities, the flyer designed to advertise the study was not 
used. For this reason, the recruitment of maternity staff was done through the 
managers of health facilities who introduced the researcher to the Heads of Maternity 
Units (in public facilities) or the Chief Nurses (in private facilities). The researcher 
explained the intended study and arranged a convenient date and time to approach 
staff. These senior staff informed nurses, midwives, obstetricians, doctors, and other 
ancillary staff on rota about the  study. The researcher and the data collection 
assistants then met the staff, explained the study and invited them to participate.  
6.1.5. Data collection administration and methods 
The MPAC-QHMUs and the MPAC-QMS developed in the previous phase (Chapter 
Four) were used to collect data. Below, the research team, questionnaire 
administration, and measures taken to increase response are discussed. 
i) Research team 
Since this study was carried out in different sites, the researcher could not administer 
the MPAC-QHMUs and the MPAC-QMS alone within the planned study period. 
Consequently, data collection assistants were employed who were familiar with 
maternity units in Rwanda to assist in distributing and collecting completed copies of 
the MPAC-QMS. The two data collection assistants were tutorial assistants in the 
Department of Midwifery, University of Rwanda-College of Medicine and Health 




assistants were trained by the primary researcher (TU) on data collection methods 
used for this pilot study. The training covered recruitment strategies, ethical conduct 
in distributing and collecting completed copies of questionnaires and dealing with 
staff’s busy schedules. As the questionnaires used in this study were newly-
developed, it was essential to check the ease of completing it (Van Teijlingen and 
Hundley, 2005). For this reason, data collection assistants took notes about the data 
collection successes and challenges, and about the ease of completing the MPAC-
QMS. Data from the Heads of Maternity units were collected by the primary researcher 
by administering the MPAC-QHMUs on the same day as the administration of the 
MPAC-QMS. 
ii) Questionnaire administration 
Both MPAC-QHMUs and MPAC-QMS were administered concurrently in the same 
facilities. The two questionnaires originally in English were not translated into local 
languages (Kinyarwanda, French, and Swahili). The Rwandan constitution 
acknowledges English, French, and Kinyarwanda as official languages. Since 2008, 
the English language has been adopted as a language of instruction at all educational 
levels (Samuelson, 2012). Furthermore, English is the second used language after 
Kinyarwanda in most business and service places including health facilities. Therefore, 
it was expected that participants would have the capacity to answer the survey in 
English.  
Participants in both phases had two choices: completing and returning the MPAC-
QMHUs and the MPAC-QMS as paper copies or completing the online version of each 
questionnaire. The questionnaires could have been administered through post and/or 
telephone (Dillman et al., 2014). However, in the context of Rwanda, a postal survey 
could take a long time to reach participants and would be expensive to send out and 
return completed questionnaires using the postal services. Telephone use was 
another option. Using the telephone to administer the MPAC-QMHUs and the MPAC-
QMS could be convenient if participants’ telephone numbers were available and 
participants gave permission to share them (Dillman et al., 2014). However, in the 




providers were not allowed to use their cell phones at work. Although participants 
could complete this pilot survey away from work, no participant opted to answer the 
electronic version of the MPAC-QHMUs and the MPAC-QMS. 
Data collection ran between 10th July and 31st August 2019. The researcher and the 
data collection assistants visited each facility on dates agreed with the Heads of 
Maternity units and/or Chief Nurses. The data collection assistants handed hard 
copies of the MPAC-QMS in person to participants to complete. For participants who 
selected to return the completed copies of the MPAC-QMS on the same day of 
administration, data collection assistants collected them at the end of the day. If any 
maternity staff were busy on the day of the visit, the copy of the questionnaire was left 
and time was arranged to collect it within two weeks.  
iii) Measures to enhance response rate 
For surveys results to be valid, there is a need to have a broad range of respondents 
from the target population to enhance the response rates for the questionnaire(often 
called participation rate) and individual items (Cooper and Brown, 2017, Mindell et al., 
2015). For this pilot survey, it could be risky if the participation rate for both the MPAC-
QHMUs and the MPAC-QMS was low. It could imply that the topic under study was 
not interesting to them; hence, not relevant for practice change. Consequently, there 
could be no need to progress with a large-scale survey. 
When people do not respond to individual items in the questionnaire, there may a 
likelihood of non-response bias which affects the accuracy of the study findings 
(Phillips et al., 2016). Any survey may record non-response, but low response to 
individual items in a questionnaire distorts the survey results and further impact on the 
generalisability of the findings because of lack of representativeness and 
measurement errors (Toepoel and Schonlau, 2017, Lahaut et al., 2002). In light of this 
pilot survey, the risks were not much relevant. However, recording low response rate 
for individual items in the MPAC-QHMUs and the MPAC-QMS could imply the 
questionnaires were not comprehensible or items were poorly written, or participants 




needed to refine the questionnaires before delving into the conduct of a large-scale 
survey, and possibly translate the two questionnaires into the local language.  
 In order to increase the response rate, the research team adapted to participants’ 
availability whilst distributing copies of questionnaires. Data collection assistants 
stayed at the site to foster personal contact with participants who requested further 
clarification of some items (McDonald et al., 2003).  
Evidence has shown that surveys involving health providers may be characterised by 
low response rates (Cho et al., 2013). To overcome this, various strategies including 
the provision of incentives can be used to enhance response rate (Cho et al., 2013, 
Cooper and Brown, 2017). Incentives whether monetary or non-monetary must not 
breach the ethical conduct of the research and should be reasonable so as to avoid 
influencing participants’ responses (Nieswiadomy and Bailey, 2018). During this study, 
participants for both the MPAC-QHMUs and the MPAC-QMS were provided with a 
mobile phone top-up voucher of RWF 1,500 (£1.40) after completing the questionnaire 
to thank them for their participation in the study. This incentive was ethically 
acceptable because participants spared time out of their workloads to participate in 
this survey (VanGeest et al., 2007, Cosgrove, 2018). Furthermore, since Heads of 
Maternity Units and maternity staff might be busy and taking into consideration the 
length of the questionnaires, it was important to provide them with this small incentive 
to motivate them to fill and return the questionnaires (Robb et al., 2017). 
6.1.6. Data protection 
Data from this study was managed in accordance with the University of Dundee Data 
Protection Policies. To avoid any risk of loss of data, at the end of every day, all 
completed copies of the MPAC-QMS were delivered to the primary researcher by the 
data collection assistants.  At the primary researcher’s residence, all collected copies 
of the MPAC-QHMUs and MPAC-QMS were kept in a locked drawer. Upon return to 
the University of Dundee, hard copies of the completed two questionnaires were kept 




Electronic data from this study was shared with the supervisors through the University 
of Dundee password-protected cloud-based system “OneDrive’’. Hard copies of the 
data from this study will be kept for a period of five years for verification purposes, and 
further analyses when needed, and for writing manuscripts for publication. After five 
years, data from this study will be managed in accordance with the University of 
Dundee, policies for archives management. 
6.1.7. Data management 
Preparation for data analysis involved the creation of the initial data coding scheme, 
data entry, and data cleaning. Each step is described in detail below. 
i) Data entry codebook 
A data entry coding scheme was created using SPSS version 22.0. Codes were 
allocated to the items in the questionnaires. Response categories for every item in 
each questionnaire were assigned numerical codes. After creating the data codebook, 
data from each questionnaire were transcribed into the respective SPSS dataset 
(Aday and Cornelius, 2006, Nieswiadomy and Bailey, 2018). The MPAC-QHMUs and 
the MPAC-QMS were coded separately. 
ii) Data cleaning 
In order to ensure the quality and accuracy of data to be analysed, it is important to 
check the datasets against the original copies of the questionnaires to identify and 
correct any errors and inconsistencies in them (Aday and Cornelius, 2006, Kellar and 
Kelvin, 2013). Data cleaning can minimise the rate of incorrect fields in the dataset 
(Osborne, 2013, Gray et al., 2016). Data cleaning should be robust by involving people 
with no stake in the study so as to limit the possibility of the researchers’ falsification 
of the data (Fanelli, 2009).  
To identify errors, data should be entered twice into two separate datasets and the two 
datasets can be compared to detect any inconsistences (Roberts et al., 1997, 




(n=22) randomly selected copies of the MPAC-QMS were double entered by a fellow 
PhD student using similar methodology (Kellar and Kelvin, 2013). These two versions 
of the datasets of the MPAC-QMS were merged and cross-tabulated to compare and 
explore any discrepancies (Aday and Cornelius, 2006). The results of this comparison 
identified mismatches in nine copies in the MPAC-QMS accounting for 50 errors. 
Original hard copies of these nine questionnaires were hand-checked to change the 
values of data that were erroneously entered. The results showed that the second 
coder’s dataset of 22 copies was more accurate than the researcher’s dataset. The 
error rate (amount of errors/number of total fields * 100) was calculated within the 22 
questionnaires (Kulkarni and Bakal, 2014). Each questionnaire had 71 fields.  The 22 
questionnaires therefore had a total of 1,562 fields. The data entry error rate for 
questionnaire two was then calculated: 
50/1,562*100  
The error rate was 3.2%. 
Since the error rate was over 3%, the remaining 181 copies of the MPAC-QMS were 
checked against the dataset to correct fields that were not accurately entered (Van 
den Broeck et al., 2013, Aday and Cornelius, 2006). This verification showed that 70 
copies of the MPAC-QMS recorded one or more values incorrectly entered which 
accounted for 430 errors.  Most errors in the MPAC-QMS resulted from the values that 
were incorrectly entered. For the MPAC-QHMUs, of the two copies checked, only one 
recorded a mismatch.  
One more check was done to ensure that verified data were accurate. Twenty copies 
of the MPAC-QMS and four copies of the MPAC-QHMUs were double-checked by the 
researcher and one member of his supervisory team. Four errors were detected. The 
rate of errors was reduced to 0.3 % (4/1,420*100). The MPAC-QHMUs recorded one 
error.  
Outliers in the dataset may lead to under and/or overestimation of resulting values 




order to modify their sources or else replace them with substituted values depending 
on the error that led to their occurrence (Kwak and Kim, 2017). During this study, after 
refining the dataset of the MPAC-QHMUs and the MPAC-QMS, calculation of 
frequency distributions was done for both datasets to verify if there was any coding 
value out of the range of values assigned to the response categories of each 
questionnaire (Kellar and Kelvin, 2013). The exercise detected only one outlier from 
the dataset of the MPAC-QMS. The item was checked to correct that value in the 
dataset. 
In the original dataset, missing values were left blank. Missing items were checked to 
confirm it was clear that any missing value was not a result of data input error. Because 
the level of missing data was low for both the MPAC-QHMUs and the MPAC-QMS, in 
the reporting of the results, missing data was reported along with other values.  
6.1.8. Analytical approaches 
Data analysis in pilot studies is approached differently depending on their purpose. 
For pilot studies whose intent is to plan for a main intervention study, the analysis 
entails the assessment of recruitment, randomisation, retention, feasibility of sampling 
procedures, and the approaches to implementing the proposed intervention (Leon et 
al., 2011). In this type of pilot study, data analysis may be predominantly descriptive 
(In, 2017, Leon et al., 2011). In some pilot studies for intervention studies, power 
analysis estimation of the number of participants needed for the statistical significance 
in the main study can be calculated (Gray et al., 2016). Other pilot studies are 
conducted to test the internal validity and the reliability of data collection instruments. 
For such studies, data analysis combines descriptive statistics and psychometric tests 
such as reliability coefficients, item analysis, and factor analysis (Gray et al., 2016, 
Emelonye et al., 2015, Jeschke et al., 2012, Dunne et al., 2014). There are standalone 
pilot studies that may be conducted to obtain preliminary data to enable the refinement 
of an intervention about the topic under study (Gray et al., 2016, Smith et al., 2015). 
For the current study, the primary purpose was to assess the acceptability and 




survey. This pilot study also sought to collect preliminary data answering the research 
questions set for this thesis.  
i) Acceptability and feasibility of the MPAC-QHMUs and the MPAC-QMS 
Since the MPAC-QHMUs and the MPAC-QMS were newly designed tools, there was 
a need to assess their acceptability among the target audience. The researcher 
assumed that the two questionnaires were dealing with a seemingly sensitive topic in 
the context of Rwanda’s culture. Hence, it was important to find out if they would be 
acceptable and be of interest to the Heads of maternity units and maternity staff in 
Rwanda health facilities. In addition, the two questionnaires were designed to be 
administered in English. It was important to explore whether it was feasible for  
participants to answer the questionnaire in English in order to determine if translation 
might be needed in any subsequent use of the questionnaires. Equally, it was 
important to assess the feasibility of using the two questionnaires in busy labour and 
birth wards.  
Measures of acceptability and feasibility encompassed the response rate, practicality 
of recruitment and proposed data collection strategies, mode of administration, item 
completion rate, the number of participants needing assistance to understand some 
concepts in the questionnaire; and spontaneous feedback on the questionnaires 
(Noble et al., 2014, Dias et al., 2019).  
ii) Pilot survey to understand current practice 
All the variables of the MPAC-QHMUs and MPAC-QMS were categorical (nominal and 
ordinal variables) and data were analysed and reported descriptively (Goos and 
Meintrup, 2015, Boswell and Cannon, 2018, Agresti, 2018). Cleaned data of the two 
questionnaires were analysed using SPSS 22.0 software (IBM, 2013).  
The analysis constituted two steps. First, frequency distributions were calculated to 
summarise the sample characteristics (De Vaus, 2013, Simpson, 2015). Frequency 
distributions and percentages were computed for all variables about facilities’ birth 




attendance at childbirth (6.2.4), maternity staff practices regarding the encouragement 
of male partners' attendance at childbirth (6.2.5), and  factors determining whether 
facilities in Rwanda encourage male partners’ attendance at childbirth when it is the 
woman’s choice. Factors encompassed facility level factors reflected in the MPAC-
QHMUs (see 6.2.6 and 6.2.7), and staff related factors; namely perceptions (6.2.8), 
and attitudes regarding the acceptability (6.2.9), and feasibility of facilities’ 
encouragement of male partners’ attendance at childbirth captured by the MPAC-QMS 
(6.2.10). To enable the readers’ quick access to data, all items were presented in 
tabular form depending on which research question they addressed. A display of how 
many cases belonged to a particular category of each item was shown in frequency 
tables. Although all items answered the research questions,  during the interpretation 
of the tables, items with interesting findings (having a lot of counts and/or a few counts) 
related to the woman’s preferences regarding the choice of a birth companion, support 
by her male partner during childbirth, and possible factors determining male partners’ 
attendance at childbirth were selected for report.  
Secondly, subsequent analysis involved the computation of cross-tabulations for all 
items included in the MPAC-QMS to examine if there were any differences in 
responses by facility type  and/or professional group on maternity staff practices(see 
Tables 6.9, 6.10, 6.12, 6.13, 6.15, and 6.16), maternity staff perceptions ( see Tables 
6.22, 6.23, 6.25, 6.26, 6.28, 6.29, 6.31, and 6.32), attitudes regarding the acceptability 
( see Tables 6.34, 6.35, 6.37, 6.38 ), and attitudes regarding the feasibility of male 
partners’ attendance at childbirth (see Tables 6.40, 6.41, 6.43, and 6.44). From the 
implementation perspective, highlighting the differences between facility groups and 
professionals groups might point out which facility group and/or professional group 
that might be targeted while designing interventions to improve the practice of 
facilitating male partners’ attendance at childbirth when it the woman’s choice.    
Concerning the comparison of facility groups, the review of literature from LMICs 
presented in Chapter Two highlighted that most public facilities did not allow male 
partners to attend childbirth, but private facilities facilitated the woman’s male partner 




inconclusive to determine the extent to which  these two facility groups implemented 
male partners’ attendance at childbirth if the woman chose for that. Public and private 
facilities may have differing contexts in their organisational culture, policies, business 
endeavours, physical configuration, and administration. Thus, all these contextual 
determinants when compiled together can influence the way male partners’ 
attendance at childbirth in these two groups of facilities may be encouraged or 
discouraged and how staff may perceive the fit if this practice in the care of women 
and their families.  For this reason, in this study, it was important to examine whether 
or not there was a difference between public and private facilities on reported  
frequency of encouraging and supporting male partners’ attendance at childbirth, 
perceptions, and attitudes regarding the acceptability and feasibility of permitting male 
partners’ attendance at labour and/or birth. 
As for the comparison of professionals groups, it emerged from the literature review 
presented in Chapter Two that health providers’ interactions with women and their 
families and their attitudes towards male partners’ presence at childbirth can either 
moderate or hinder the woman’s choice of their male partners as their birth 
companions. However, qualitative studies that contributed to this little evidence could 
not differentiate in quantitative ways how different professionals groups’ attitudes and 
interactions with women could affect male partners’ attendance at childbirth. 
Therefore, there was a need to explore if maternity staff scope of practice as far as 
childbirth care was concerned could influence  their practices of facilitating male 
partners’ attendance if the woman chose for that, and if it would also influence their 
perceptions, and attitudes regarding the acceptability and feasibility of male partners’ 
attendance at childbirth. Lastly, there was a need to explore whether  maternity staff  
training background and philosophical underpinnings of their professional practice 
regarding the care of women during childbirth could influence their reports about 
practices, perceptions, and attitudes regarding the acceptability and practicality of 
facilitating a woman’s male partner to attend labour and/or birth. This in turn might help 




To facilitate  the planned comparative analysis for each of the targeted groups, 
response categories were reduced in order to make the resultant cross-tabulations 
readable and easy to interpret, and to facilitate the computation of  chi-square tests 
(De Vaus and de Vaus, 2013). For the facilities, the categories of ‘health centres’, 
‘district hospitals’, and ‘referral hospitals’ were combined into a new category of ‘public 
facilities’. ‘Clinics’, ‘polyclinics’, and ‘private hospitals’ were collapsed into ‘private 
facilities’.  
As for the professional groups, the category of ‘midwife’ remained unchanged. Unlike 
other professional groups involved in the care of the woman during childbirth, the 
midwifery profession is  directly linked  to the facilitation of physiological birth through 
continuous labour support preserving the woman’s privacy and dignity, facilitating the 
woman to be supported by her family and significant others, and respecting women's 
choices throughout childbirth (Butler et al., 2020). Professional groups other than 
midwifery (obstetrician, nurses, medical doctors, and other ancillary staff in the 
maternity ward) were combined into ‘other professions’  because they focus on the 
medical management of childbirth or are not directly related to labour and birth in 
scope of practice and role descriptions.   
Where a four Likert frequency scale was used, the categories reduced to three 
categories: i) never, ii) do it inconsistently which combined ‘sometimes’ and ‘frequently’ 
categories, iii) always. Based on the Aarons’ conceptual model informing this study 
(Aarons et al., 2011), it was important to identify maternity staff per each facility and 
per each professional groups who never adopted practices facilitating male partners’ 
attendance at labour and/or birth so that further research could be conducted to 
identify factors leading to this. It was important to identify those staff who inconsistently 
encouraged male partners’ attendance at labour and/or birth in order to inform the 
design of interventions to increase their uptake of the practice. Where a five Likert 
agreement scale was used, responses were not assumed to be on an equal interval. 
For this reason, the level of agreement was reduced to three categories to reduce the 
number of cells with less than five expected counts  that could affect the interpretation 




other studies that applied trichotomous response categories  (Stanton et al., 2015, 
Jenna Mancinelli et al., 2017, McAllister et al., 2017, Foss and Blake, 2018, Burgess 
et al., 2003), in this pilot survey, ‘strongly disagree’ and ‘disagree’ were collapsed into 
‘disagree’; ‘strongly agree’ and ‘agree’ were combined into ‘agree’, and ‘neither agree 
nor disagree’ remained unchanged but was renamed ‘neutral’. In order to limit the 
number of cells with less than five expected cells, missing values were not included in 
the analysis (De Vaus and de Vaus, 2013).  
Differences across facility and professional groups were examined in through the 
reported counts and percentages of each variable. Pearson chi-square tests were 
performed to test associations between facility and professional groups across all 
variables. The significance level was set at < 0.05. Since some variables recorded less 
than five expected cell counts, further consideration to dichotomise the response 
categories by combing all agreement levels together and grouping all disagreement 
levels with neutral under ‘disagree’ was explored. This could help to alternatively 
determine the level of statistical significance for those variables through the Fisher’s 
exact test. However, this reduction was not performed because it would lead to the 
loss of the middle response category that may carry its own significance in  interpreting 
respondents’ practices and the way they viewed the implementation of male partners’ 
attendance at childbirth from the context of Rwandan health facilities. Where it 
appeared that there could be a significant statistical difference with the expected cells 
counts less than five required for the Pearson chi-square, differences in percentages  
were only reported when deemed necessary.  
6.1.9. Ethical compliance, consent, and participants’ protection 
Any research involving human participants must comply with ethical research conduct 
(Nijhawan et al., 2013, Jefford and Moore, 2008, World Medical, 1991). In this study, 
ethical approvals were obtained from the University of Dundee, School of Health 
Sciences and School of Dentistry Research Ethics Committee (see Appendix 6.5 on 
separate document), and the UR-CMHS Institutional Reviews Board (see Appendix 
6.6 on separate document attached to this submission). Additional ethics approvals 




(see Appendix 6.7 on separate document attached to this submission), Muhima 
District Hospital (see Appendix 6.8 on separate document), and Masaka District 
Hospital (see Appendix 6.9 on separate document). Permissions to conduct the study 
in three health centres, one district hospital, and all seven private facilities was granted 
by the management of the facilities in either writing or verbally.  
Participants were informed about the purpose of the study, the process through which 
it was to be conducted, the expected contribution from them, benefits, any possible 
risks in participation in the study, and data storage processes (Jefford and Moore, 
2008, Doody and Noonan, 2016). A Participant Information Sheet detailing this 
information was attached to the questionnaire distributed to the Heads of Maternity 
Units or Chief Nurses and that of maternity staff (see Appendices 6.10 and 6.11).  This 
study involved health providers who provide care to women who are considered to be 
vulnerable. However, because the study was not involving any intervention that would 
cause potential risk to participants or the women they care for, it was ethically of low 
risk. The study did not require a signed informed consent form because it did not 
involve clinical examinations and/or observations (Wada and Nisker, 2015). 
Participants were informed that the return of the completed questionnaire was taken 
as an implied consent of their participation (Lomero et al., 2017, Leach et al., 2016, 
Cole, 2012).  
To safeguard the anonymity of facilities where the study was conducted, codes were 
assigned to them (Ingham-Broomfield, 2017, Doody and Noonan, 2016). Since the 
study involved the transfer of the data from one country to another (Rwanda to the 
UK), the researcher had a recommendation letter from the School of Health Sciences, 
University of Dundee to assure migration authorities in Rwanda that collected 
information was part of the student’s training requirements. 
6.2. Results 
The findings about the acceptability and feasibility of administering the two 
questionnaires are reported in 6.2.1. Section 6.2.2 reports sample characteristics. 




the extent to which Rwandan health facilities encourage male partners’ attendance at 
childbirth when it is the woman’s choice and are reported in terms of the facilities 
current policies and procedures and readiness to encourage male partners 
attendance; and also current practices reported by individual maternity staff. Sections 
6.2.6 to 6.2.9 present the survey responses relating to research question two, the 
moderators to male partners’ attendance at labour and/or birth in Rwandan health 
facilities when it is the woman’s choice in terms of facility level moderators and 
individual maternity staff perceptions, views of acceptability and feasilbity.  
6.2.1. Acceptability and feasibility of the MPAC-QHMUs and MPAC-QMS 
Data about the acceptability and feasibility of the two questionnaires obtained from 
completed copies of the two questionnaires, and notes compiled by the data collection 
assistants are reported.  
a) Response rate 
Of 18 health facilities invited to participate, 14 agreed to participate, comprising seven 
public (three health centres, three district hospitals and one referral hospital) and 
seven private facilities (one clinic, three polyclinics and three private hospitals), agreed 
to participate. Three facilities did not participate for different reasons: one facility 
imposed strict conditions to conducting research activities (including having a co-
supervisor from the facility) which were not possible to comply with; two more facilities 
did not respond to requests for permission to conduct data collection.  
Heads of Maternity Units from all 14 facilities completed and returned the MPAC-
QHMUs. Of 232 copies of the MPAC-QMS distributed to maternity staff at the 14 health 
facilities, 203 were returned, giving a response rate of 88%. The main reason for non-
return of completed questionnaires reported to the data collection assistants by 29 
participants was lack of time. 
The distribution of responses shows that 62.5% (n=127) of participants were from 
public facilities and 37.4% (n=76) from private facilities. As shown in Table 6.1, almost 




Table 6.1: Distribution of respondents by level and type of health facility 
Level of health facility N % 
Public Health Centre 24 11.8 
Public District Hospital 63 31.0 
Public Referral Hospital 40 19.7 
Private clinic or polyclinic 39 19.2 
Private Hospital 37 18.2 
Total 203 100.0 
Gaining access to selected health facilities was challenging. Facilities did not respond 
in a timely manner to the researcher’s requests. To overcome this constraint, several 
phone calls, emails, and in-person follow-ups were needed. Another challenge that 
affected the recruitment was that referral hospitals and district hospitals required 
additional ethics compliance to gain access to their maternity units. This was time 
consuming and had also some budget implications.  
b) Data collection strategies 
This pilot study was designed to be administered as both an electronic survey and a 
paper-based self-report questionnaire. However, no participants opted to answer the 
online survey even though most had access to smartphones and laptops. As for the 
data collection time, it was planned that the questionnaires would be distributed to 
participants between 8 am and 6 pm. However, because during the morning hours 
most maternity units were busy, copies were distributed between 2 pm and 10 pm. 
During these hours, data collection assistants adapted to participants’ availability. 
Questionnaires were handed to them during quite clinical times when they were in tea 
break, or at the start or end of the shift. For participants who chose to submit completed 
questionnaires on the same day of administration, the data collection assistants stayed 





c) Item completion rate 
There was a very low rate of missing data for both the MPAC-QHMUs and the MPAC-
QMS. However, in the MPAC-QHMUs, one question, which asked about the number 
of staff working in maternity unit recorded a large number of missing values (n=6). For 
the MPAC-QMS, missing data ranged between 0.5% (n=1) and 2.5% (n=5).   
While in some cases the reason for missing values in the MPAC-QMS was unknown, 
in a few cases the source of missing values were detected. For instance, in two cases, 
participants checked two options while only one was needed and these were treated 
as missing. In three cases, items were left unchecked because a participant omitted a 
whole page and these were recorded as missing in the final analysis. 
d) Clarity and comprehension of the questionnaires 
The researcher and the data collection assistants were accessible and responsive to 
participants who needed further clarification on the wording of some items. Fourteen 
participants including twelve maternity staff and two HMUs sought support with some 
items. For the MPAC-QHMUs, six HMUs answered all the items in section 1.3. They 
did not follow the instruction that directed them to skip to the next set of questions 
based on the response option they picked  in Q1.3.1. 
For the MPAC-QMS, participants from health centres enquired about whether or not 
they were supposed to answer the item ‘it is acceptable to permit a woman’s male 
partner to attend C-Section’. This was because health centres in Rwanda did not offer 





Table 6.2: Difficult words that participants sought explanation about 
Items Difficult word 
Permitting male partners' presence at 
childbirth can lead to congestion in the 
maternity ward. 
Congestion  
The male partner's presence can be 
detrimental to the wellbeing of the labouring 
woman. 
Detrimental  
A woman's male partner's attendance at 
birth fosters his bonding with the baby. 
Bonding  
It is feasible for me to help male partners 
articulate their needs during their stay in the 
maternity ward. 
Articulate  
Some participants who returned the copies of the questionnaires reported that the 
MPAC-QMS had some tricky items and answering them seemed like passing an exam 
because it was written in a good English.  
Participants provided some spontaneous helpful insights about the questionnaires and 
research topic even though the questionnaire had no space for them to expand their 
answers. A few participants suggested that the MPAC-QMS should be translated from 
English to French language to enable them to better comprehend it. Three participants 
suggested that it was not possible for a woman’s male partner to attend childbirth in 
their respective health facilities because of limited space in the maternity wards.  
Another participant suggested conducting similar research with men and women to 





6.2.2. Sample characteristics  
Background information about participating health facilities (Table 6.3 and Table 6.4) 
are presented. Additionally, demographic data about participating maternity staff are 
reported (Table 6.5 and Table 6.6). 
a) Characteristics of participating facilities 
The MPAC-QHMUs  asked Heads of Maternity Units (HMUs) to provide labour and 
delivery room bed capacity, and number of births per day. As shown in Table 6.3 
below, the number of beds in the labour wards ranged between two and eight. 
Table 6.3: Labour and delivery rooms bed capacity by type of health facility 
Number of beds  N per health facility Total  
 Public  Private  
Labour ward bed capacity 
Two 0  2  2  
Three 0  1  1  
Four 4  1  5  
Five 2  1  3  
Six 1  0  1  
Eight 0  1  1  
Missing 0  1  1  
Delivery room bed capacity 
One 0 0 0 
Two 3  5  8  
Three 3  1  4  
Four 1  0  1  




As shown in Table 6.3, most public facilities had four bed labour wards. Three out of 
the seven private facilities had fewer than four beds. Four out of seven public health 
facilities had more than two beds in the delivery room and five private facilities had two 
beds in the delivery room. No facility had single bed delivery rooms. 
As shown in Table 6.4, public facilities have a much higher number of daily births than 
private facilities. Four private facilities recorded between one and four births per day 
and the majority of public health facilities (n=5) conducted over five births per day.  
Table 6.4: Number of births conducted per day by type of health facility 
Number of births per day Frequency Total 
 Public Private  
Between one and four births 2  4  6 
Between five and nine births 1  1 2 
Between 10 and 20 births 4  0 4 
Missing 0 2 2 
b) Characteristics of participating maternity staff 
Participants who completed the MPAC-QMS held different roles in maternity ward as 











Table 6.5: Participants’ roles in the maternity unit by level and type of health 
facility 
Roles in the 
maternity 
unit 















Midwife 5 51 34 14 23 127 
General 
Nurse 
19 2 2 19 4 46 
Obstetrician 0 0 2 2 4 8 
Medical 
Doctor 
0 9 2 4 3 18 
Other 0 1 0 0 3 4 
Total 24 63 40 39 37 203 
As shown in Table 6.5, most participants (n=127) were midwives, including 90 from 
public facilities and 37 from private facilities. The number of nurses from district 
hospitals, public referral hospitals, and private hospitals who participated in the study 
was smaller than that of public health centres and private clinics and/polyclinics. Four 
participants held other roles including two anaesthetists, one clinical officer (health 
professionals who are licensed to perform general medical duties independently), and 
one paediatrician. Other participants’ demographic characteristics are presented in 
Table 6.6 below. 
Table 6.6: Participants’ background characteristics 
Background characteristic N % 
Gender 
Male  48 23.6 
Female 146 71.9 
Prefer not to say 3 1.5 
Missing  6 3.0 
Total 203 100 
Participants’ age 




25-34 years   old 90 44.3 
35-44 years old 85 41.9 
45-54 years old 21 10.3 
55 years or older 2 1.0 
Total  203 100 
Educational attainment 
Secondary school 8 3.9 
Diploma 113 55.7 
Bachelor's degree 66 32.5 
Master's degree 10 4.9 
Doctorate degree 3 1.5 
Missing 3 1.5 
Total 203 100 
Years of experience in providing maternity care 
<1 year 15 7.4 
1-2 years 25 12.3 
3-5 years 44 21.7 
6-10 years 63 31.0 
10+years 55 27.1 
Missing 1 0.5 
Total 203 100 
As shown in Table 6.6 above, most participants (71.9%, n=146) were female. As for 
the age of participants, the largest proportion (44%, n=90) were aged between 25 and 
34 years old at the time of data collection. As for level of formal education attained, 
over half of participants (56%, n=113) had a diploma. As for participants’ experience, 
31% (n=63) of participants had worked in maternity ward for between six and ten 
years.  
6.2.3. Health Facilities birth companionship practices 
Results presented under this heading pertain to health facilities’ practices regarding 
birth companionship in general. The use of the term ‘childbirth’ encompasses both 




Twelve out of 14 Heads of Maternity Units (HMUs) reported that their health facilities 
allowed women to have one birth companion of her choice throughout childbirth; two 
facilities did not declare the number of companions permitted.  
The HMUs were asked who their facilities allowed to stay with the woman during 
childbirth. They could provide more than one answer to the question. Six HMUs from 
public facilities and six from private facilities reported that their facilities allowed the 
woman’s husband or male partner to be with her, seven HMUs including five from 
public and two from private facilities reported that they allowed female relatives, five 
HMUs including four from public and one from private facilities reported that they  
allowed a female friend, and five HMUs including four from public and one from private 
facilities reported that they allowed any person the woman chose. 
Eight HMUs including seven from private facilities and one from public facilities 
reported that their facilities requested the woman’s consent before permitting a 
companion of her choice to stay with her throughout childbirth. Six HMUs from public 
facilities reported that they did not seek the woman’s consent before allowing her 
chosen birth companion. The study further found that out of 14 facilities, only two (one 
public and one private) had a birth companionship protocol that clearly provided 
guidance on male partners’ attendance at childbirth.  
6.2.4. Health facilities’ encouragement of male partners’ attendance at 
labour and/or birth 
Results presented under this heading solely focuses on facilities’ practices of 
permitting male partners to attend childbirth. Eleven HMUs including five from public 
facilities and six from private facilities reported that their facilities allowed male 
partners to attend labour and/or birth if the woman requested that. One HMU from a 
private facility reported that their facility sometimes allowed a woman’s male partner 
to attend labour and/or birth if there was no other woman in labour in the same room. 
One HMU from a public facility reported that their hospital allowed male partners to 




Although 13 HMUs answered that they allowed men to be with the woman during 
labour and birth, conditions varied. Five HMUs reported that their facilities (four private 
and public facility) asked male partners to be present throughout childbirth once they 
presented at their health facilities. One public hospital permitted male partners to 
attend labour and birth only when the birth was expected to be normal. Four HMUs 
reported that their facilities (three public facilities, and one private facility) allowed male 
partners to be present at labour and/or birth only if it was likely that childbirth would be 
complicated. One public health facility allowed male partners’ presence at labour only 
when the woman was to be transferred to another facility. Only one Head of Maternity 
Unit from a private facility stated that allowing male partners to attend labour and/or 
birth depended on the couple’s choices. One public facility reported that male partners 
were permitted to attend childbirth whenever they were present and needed to be 
there. All 14 HMUs reported that any male partner who was permitted to attend 
childbirth was given information about labour support. Twelve facilities did not ask 
male partners to leave the labour room for routine procedures during labour such as 
examination of the abdomen and vaginal examination. Other facilities’ practices 
regarding the encouragement of male partners’ attendance at childbirth are displayed 
in Table 6.7 below.  
Table 6.7: Facilities’ practices to encourage male partners’ attendance at 
childbirth 
Facilities’ practices Response N by type of facility Total 
Public  Private 
Does your health facility inform the 
male partner on what to expect 
during his stay in the delivery room 
Yes 5 7 12 
No 2 0 2 
Total  7 7 14 
Does your health facility organise 
specific antenatal classes to 
prepare male partners to provide 
support during childbirth? 
Yes 2 4 6 
No 5 3 8 
Total  7 7 14 
Does your health facility have any 
form of recording how many male 
partners attend childbirth 
Yes 0 3 3 
No 7 4 11 




Does your health facility provide 
maternity staff with educational 
resources related to male partners' 
attendance at childbirth? 
Yes  1 2 3 
No  6 5 11 
Total  7 7 14 
Does your health facility 
collaborate with any external 
organisations to train maternity 
staff about male partners' 
attendance at childbirth? 
Yes 0 2 2 
No 7 5 12 
Total 7 7 14 
As shown in Table 6.7,  only two HMUs from public facilities reported that their 
maternity units did not inform male partners on what to expect during their stay in the 
delivery room whenever they were permitted to attend childbirth.  Over half of health 
facilities (n=8), including five public facilities and three private facilities did not organise 
any specific antenatal classes to prepare male partners to provide support during 
childbirth. In response to the question about reporting about male partners’ attendance 
at childbirth, only three private facilities had any form to record the number of women 
who had a male partner present. Only one public facility and two private facilities  
answered that their facilities provided educational resources related to male partners’ 
attendance at childbirth for their staff. In response to the question about any external 
collaborations to offer training on male partners’ attendance at childbirth, only two 
private polyclinics reported those collaborations were in existence.  
6.2.5. Maternity staff practices regarding male partners’ attendance at 
childbirth  
Individual maternity staff practices regarding the encouragement of male partners’ 
attendance at childbirth were explored using the MPAC-QMS. Results are categorised 
into three themes: respect of the woman’s choices regarding male partners’ presence, 
encouragement and support for men who attend childbirth, and communication and 






i) Respect of the woman’s choice regarding male partner’s presence 
Tables 6.8 present the frequency and percentages of maternity staff reports on the 
respect of the women’s choices about the male partners’ presence at childbirth.  





Never  Sometimes Frequently Always Missing 
data 
Total 
No % No % No   % No % No % No % 
I develop a birth plan 
with the couple indicating 
the level of the male 
partner's participation 
during childbirth. 
22 10.8 107 52.7 42 20.7 31 15.3 1 0.5 203 100 
I ask the woman if she 
wants to have her male 
partner present at 
labour. 
25 12.3 74 36.5 35 17.2 69 34.0 0 0 203 100.0 
I ask the woman if she 
wants to have her male 
partner present at birth. 
26 12.8 73 36.0 41 20.2 61 30.0 2 1.0 203 100.0 
I respect the woman’s 
choices regarding the 
presence of her male 
partner during childbirth. 
15 7.4 47 23.2 30 14.8 111 54.7 0 0 203 100.0 
As displayed in Table 6.8, 51% (n=104) of maternity staff reported that they often 
(combined responses to the ‘frequently’ and ‘always’ categories combined) asked the 
woman if she wanted her male partner to be present at labour, and half of participants 
(n=102) said that they often asked the woman if she wanted her male partner present 
at birth. However, a third of maternity staff (n=62, 31%) said that they seldom 
respected the woman’s choices regarding the presence of her male partner during 




Results of further analysis involving cross-tabulations and Pearson chi-square test  
performed to compare the frequency of practice between respondents from public 
facilities and those from private health facilities are presented (Table 6.9). The results 
of the same analysis that examined if there might be any difference between midwives 
and other staff working in maternity staff are reported (See Table 6.10). 
Table 6.9: Public vs private differences on respecting the woman’s choices of 
her male partner’s presence at childbirth 
Variables Response 
categories 








I develop a birth plan with the 
couple indicating the level of 
the male partner's participation 
during childbirth. 
Never 
11.9% (n=15) 9.2% (n=7) 
10.9% 
(n=22) 




















I ask the woman if she wants 
to have her male partner 
present at labour. 
Never 
15.0% (n=19) 7.9% (n=6) 
12.3% 
(n=25) 
5.674 2 0.059 
Do it 


















I ask the woman if she wants to 
have her male partner present 
at birth. 
Never 
15.7% (n=20) 8.1% (n=6) 
12.9% 
(n=26) 
9.871 2 0.007 
Do it 



















9.4% (n=12) 3.9% (n=3) 
7.4% 
(n=15) 




I respect the woman’s choices 
regarding the presence of her 
male partner during childbirth. 
Do it 


















As shown in Table 6.9, more respondents from public facilities (61.4%) than from 
private facilities (48.6%) inconsistently asked women if they wanted their male partners 
to stay with them during the birth of the baby. The proportion of respondents from 
private facilities who answered that they always asked women if they wanted their male 
partners present at birth was 40.2% compared to 22.8% from the public facilities. There 
was a statistically significant difference between public and private health facilities on 
this item (χ2 = 9.871. df = 2 p < 0.007). There was a significant difference between 
private and public on respect of  the woman’s choices regarding the presence of her 
male partner during childbirth (67.1% vs 47.2%; χ2 = 7.962. df = 2 p < 0.019).  
Table 6.10: Midwives vs other professions differences on respecting the 













I develop a birth 
plan with the 
couple indicating 




Never 9.5% (n=12) 13.2% (n=10) 10.9% (n=22) 0.667 2 0.716 
Do it 
inconsistently 
74.6% (n=94) 72.4% (n=55) 73.8% (n=149) 
Always 15.9% (n=20) 14.5% (n=11) 15.3% (n=31) 
Total 
100.0% (n=126) 100.0% (n=76) 
100.0% 
(n=202) 
I ask the woman if 
she wants to have 
her male partner 
present at labour. 
Never 9.4% (n=12) 17.1% (n=13) 12.3% (n=25) 5.551 2 0.062 
 Do it 
inconsistently 
51.2% (n=65) 57.9% (n=44) 53.7% (n=109) 
Always 39.4% (n=50) 25.0% (n=19) 34.0% (n=69) 
Total 100% (n=127) 100 % (n=76) 100% (n=203) 




I ask the woman if 
she wants to have 
her male partner 
present at birth. 
Do it 
inconsistently 
57.1% (n=72) 56.0% (n=42) 56.7% (n=114) 
Always 33.3% (n=42) 25.3% (n=19) 30.3% (n=61) 
Total 
100.0% (n=126) 100.0% (n=75) 
100.0% 
(n=201) 
I respect the 
woman’s choices 
regarding the 
presence of her 
male partner during 
childbirth. 
Never 7.1% (n=9) 7.9% (n=6) 7.4% (n=15) 2.713 2 0.258 
 Do it 
inconsistently 
33.9% (n=43) 44.7% (n=34) 37.9% (n=77) 
Always 59.1% (n=75) 47.4% (n=36) 54.7% (n=111) 
Total 
100.0% (n=127) 100.0% (n=76) 
100.0% 
(n=203) 
Table 6.10 shows that 39.4% of midwives and 25% of other staff always asked women 
if they  wanted their male partner present at labour, and 33.3% of midwives and 25.3% 
of health professionals with no midwifery training background reported that they 
always asked the woman if she wanted her male partner present at birth. Similarly, on 
the respect of women’s choices regarding the presence of their male partners at 
childbirth, midwives reported high levels of practice compared to other professionals 
in the maternity units (59.1% vs 47.2%). There were no statistically significant 
differences between midwives and other professions on reports about respecting a 
woman’s choices during labour and birth. 
ii) Encouragement and support for men who attend childbirth 
Tables 6.11 reports the frequency and percentages of maternity staff reports on their 














at childbirth  
Never  Sometimes Frequently Always Missing 
data 
Total 
No % No % No   % No % No % No % 
I insist that any male 
partner who 
accompanies the 
woman to give birth 
should stay with her 
throughout childbirth 
period regardless of 
the preference of the 
woman. 
90 44.3 64 31.5 22 10.8 26 12.8 1 0.5 203 100.0 
I ask the woman's 
male partner if he 
wishes to attend 
childbirth. 
25 12.3 88 43.3 31 15.3 59 29.1 0 0 203 100.0 
I permit the woman's 
male partner to stay 
with the woman 
during childbirth. 
20 9.9 73 36.0 34 16.7 76 37.4 0 0 203 100.0 
I teach the woman's 
male partner how to 
support her to adopt 
comfortable positions 
during labour. 
27 13.3 81 39.9 45 22.2 49 24.1 1 0.5 203 100.0 
I teach the woman's 
male partner how to 
provide her with 
emotional support 
during labour. 
28 13.8 62 30.5 54 26.6 58 28.6 1 0.5 203 100.0 
I teach the woman's 
male partner how to 
massage her during 
labour. 




As shown in Table 6.11, 112 maternity staff reported that at some point in time they 
insisted on male partners’ remaining with the woman throughout childbirth irrespective 
of the woman’s choices. The majority of staff (n=183) said that they had supported 
men to provide emotional support to some extent. In addition, 184 maternity staff 
reported that they had trained the woman’s male partner to massage her during labour. 
Results of the comparative analysis performed  to examine any differences in  
frequency of practice on encouraging and supporting men who attend childbirth 
between participants from public facilities and those from private health facilities are 
presented in Table 6.12. The results of the same analysis performed to examine if 
there were any differences between midwives and other professionals in the maternity 
unit are presented in Table 6.13. 
Table 6.12: Public vs private differences on encouraging and supporting men 
who attend childbirth 
Variables Response 
categories 







I insist that any male 
partner who 
accompanies the woman 
to give birth should stay 
with her throughout 
childbirth period 
regardless of the 







1.386 2 0.500 




















I ask the woman's male 































I permit the woman's 
male partner to stay with 




2.6% (n=2) 9.9% (=20) 





















I teach the woman's male 
partner how to support 
her to adopt comfortable 
positions during labour. 
Never 17.3% 
(n=22) 
6.7% (n=5) 13.4% 
(n=27) 
11.273 2 0.004 




















I teach the woman's male 
partner how to provide 
her with emotional 




10.5% (n=8) 13.9% 
(n=8) 

















100% (=76) 100.0% 
(202) 
I teach the woman's male 
partner how to massage 
her during labour. 
Never 22.0% 
(n=28) 
11.8% (n=9) 18.2% 
(n=37) 





















As shown in Table 6.12, generally participants from both public and private facilities 
reported  higher proportions of respondents from private facilities were inconsistent in 




facilities reported a slightly high proportion of participants who always encouraged and 
supported  women’s male partners during childbirth. As for the encouragement of male 
partners’ attendance, there was a statistically significant difference between public and 
private facilities regarding asking the woman’s male partner if he wished to attend 
childbirth ( χ2 = 12.204. df = 2 p < 0. 0.002) and permitting the woman’s male partner 
to stay with her during childbirth (χ2 = 10.906. df = 2 p < 0. 0.004). As for supporting 
men who attend childbirth to support their female partners, there were statistically 
significant differences between public and private facilities regarding teaching men 
how to assist women adopt comfortable positions during labour (χ2 = 11.273. df = 2 
p < 0. 0.004), provision of emotional support to their female partners (χ2 = 7.061. df = 2 
p < 0.029) and teaching male partners how to massage their female partners during 
labour (χ2 = 6.497. df = 2 p < 0.039).  
Table 6.13: Midwives vs other professions differences on encouraging and 
supporting men who attend childbirth 
Variables Response 
categories 
Midwifery  Non-midwifery 
professions 








I insist that any 
male partner who 
accompanies the 
woman to give 




regardless of the 
preference of the 
woman. 
Never 41.3% (n=52) 50.0% (n=38) 44.6% (n=90) 1.607 2 0.448 
 Do it 
inconsistently 
44.4% (n=56) 39.5% (n=30) 42.6% (n=86) 
Always 14.3% (n=18) 10.5% (n=8) 12.9% (n=26) 
Total 100.0% 
(n=126) 
100.0% (n=76) 100.0% 
n=202) 
I ask the 
woman's male 
partner if he 
wishes to attend 
childbirth. 
Never 13.4% (n=17) 10.5% (n=8) 12.3% (n=25) 2.590 2 0.274 
Do it 
inconsistently  
54.3% (n=69) 65.8% (n=50) 58.6% (n=119) 
Always 32.3% (n=41) 23.7% (=18) 29.1% (n=59) 
Total 100.0% 
(n=127) 





I permit the 
woman's male 
partner to stay 
with the woman 
during childbirth. 
Never 10.2% (n=13) 9.2% (n=7) 9.9% (n=20) 1.340 2 0.512 
Do it 
inconsistently 
49.6% (n=63) 57.9% (n=44) 52.7% (n=107) 
Always 40.2% (n=51) 32.9% (n=25) 37.4% (n=76) 
Total 100.0% 
(n=127) 
100.0% (n=76) 100.0% 
n=203) 
I teach the 
woman's male 
partner how to 





Never 11.8% (n=15) 16.0% (n=12) 13.4% (n=27) 1.041 2 0.594 
Do it 
inconsistently  
62.2% (n=79) 62.7% (n=47) 62.4% (n=126) 
Always 26.0% (n=33) 21.3% (n=16) 24.3% (n=39) 
Total 100% 
(n=127) 
100.0% (n=75) 100.0% 
(n=202) 
I teach the 
woman's male 
partner how to 




Never 14.3% (n=18) 13.2% (n=10) 13.9% (n=28) 1.042 2 0.594 
Do it 
inconsistently 
54.8% (n=69) 61.8% (n=47) 57.4% (n=116) 
Always 31.0% (n=39) 25.0% (n=19) 28.7% (n=58) 
Total 100.0% 
(n=126) 
100% (n=76) 100.0% 
(n=202) 
I teach the 
woman's male 
partner how to 
massage her 
during labour. 
Never 13.4% (n=17) 26.3% (n=20) 18.2% (n=37) 6.546 2 0.038 
Do it 
inconsistently  
55.9% (n=71) 53.9% (n=41) 55.2% (n=112) 






As indicated in the above table, the proportion of midwives who taught men how to 
massage their female partners during labour was higher than that of other professionals 
who did that and this difference was statistically significant (30.7% vs 19.7%, χ2 =6.546. 







iii) Communication and coping mechanisms adapted to male partners’ 
presence 
Tables 6.14 reports the frequency and percentages of maternity staff self-reports on their 
level of practice to communicate with male partners who attend childbirth and coping 
mechanisms they adapt to manage men’s presence at labour and/or birth.  
Table 6.14: Communication and coping mechanisms adapted to male partners’ 






Never  Sometimes Frequently Always Missing 
data 
Total 
No % No % No   % No % No % No % 
I seek the 
woman’s consent 
before informing 
her male partner 
about the care 
provided to her 
during childbirth. 
40 19.7 45 22.2 47 23.2 68 33.5 3 1.5 203 100.0 






12 5.9 48 23.6 65 32.0 77 37.9 1 0.5 203 100.0 
I involve both 
parents in any 
decisions 
regarding the 














6 3.0 41 20.2 53 26.1 101 49.8 2 1.0 203 100.0 
If a woman's 
male partner 
becomes 
distressed, I ask 
him to leave the 
room. 
28 13.8 86 42.4 34 16.7 53 26.1 2 1.0 203 100.0 
I ask the woman's 
male partner if he 
wants to watch 
the baby being 
born. 
25 12.3 65 32.0 45 22.2 68 33.5 0 0 203 100.0 
As shown by Table 6.14, 20% (n=40) of maternity staff said they never sought the 
woman’s consent before informing her male partner about the care provided to her 
throughout childbirth. Regarding the decision-making process, 45% (n=91) of 
maternity staff reported always involving both parents in any decision regarding the 
care provided to the woman in all stages of childbirth. Half of participants (n=101) 
always listened to the male partner’s concerns about the woman’s condition during 
childbirth.  
Table 6.15 presents the results of cross-tabulations and Pearson chi-square test of 
association performed to compare the frequency of practice between staff from public 
facilities and those from private health facilities on reported practices of coping with 
male partners’ presence at childbirth. Results of a similar analysis performed to 
examine if there were any difference between midwives and other staff are presented 





Table 6.15: Public vs private differences on communication and coping 
mechanisms adapted to male partners’ presence at childbirth 
Variables Response 
categories 








I seek the woman’s 
consent before 
informing her male 
partner about the 
care provided to her 
during childbirth. 
Never 24.8% (n=31) 12.0% (n=9) 20.0% (n=40) 5.215 2 0.074 
Do it 
inconsistently  
44.8% (n=56) 48.0% (n=36) 46.0% (n=92) 
Always 30.4% (n=38) 40.0% (n=30) 34.0% (n=68) 
Total 100.0% 
(n=125) 
100.0% (n=75) 100.0% 
(n=200) 
I communicate to the 
woman's male partner 
about her childbirth 
progress. 
Never 7.9% (n=10) 2.6% (n=2) 5.9% (n=12) 8.358 2 0.015* 
Do it 
inconsistently 
61.1% (n=77) 47.4% (n=36)  55.9% (n=113) 
Always 31.0% (n=39) 50.0% (n=38) 38.1% (n=72) 
Total 100.0% 
(n=126) 
100.0% (n=76) 100.0% 
(n=202) 
I involve both parents 
in any decisions 
regarding the care 




Never 8.7% (n=11)  5.3% (n=4) 7.4% (n=15) 7.306 2 0.026 
Do it 
inconsistently  
53.5% (n=68) 37.3% (n=28) 47.5% (n=96) 
Always 37.8% (n=48) 57.3% (n=43) 45.0% (n=91) 
Total 100% (n=127) 100.0% (n=75) 100.0% 
(n=202) 
I listen to the male 
partner's concerns 




Never 4.0% (n=5) 1.3% (n=1) 3.0% (n=6) 6.983 2 0.030* 
Do it 
inconsistently 
52.8% (n=66) 36.8% (n=28) 46.8% (n=94) 
Always 43.2% (n=54) 61.8% (n=47) 50.2% (n=101) 
Total 100.0% 
(n=125 
100.0% (n=76) 100.0% 
(n=201) 
If a woman's male 
partner becomes 
distressed, I ask him 
to leave the room. 
Never 17.6% (n=22) 7.9% (n=6) 13.9% (n=28) 5.175 2 0.075 
Do it 
inconsistently 
60.0% (n=75) 59.2% (n=45) 59.7% (n=120) 
Always 22.4% (n=28) 32.9% (n=25) 26.4% (n=53) 
Total 100.0% 
(n=125) 
100.0% (n=76) 100.0% 
(n=201) 




I ask the woman's 
male partner if he 
wants to watch the 
baby being born. 
Do it 
inconsistently 
59.8% (n=76) 44.7% (n=34) 54.2% (n=110) 
Always 23.6% (n=30) 50.0% (n=38) 33.5% (n=68) 
Total 100.0% 
(n=127) 
100.0% (n=76) 100.0% 
(n=203) 
 One cell (16.7%) has expected count less than 5. 
 2 cells (33.3%) have expected count less than 5. 
As can be seen from Table 6.15, more respondents from private facilities than from 
public facilities reported  that they always involved both parents in any decision 
regarding the care provided to the woman throughout childbirth (57.3% vs 37.8%; 
χ2 =7.306. df = 2 p < 0.026). Moreover, there was a statistically significant difference 
between public and private facilities as far the practice of asking the woman’s male 
partner if he wanted to watch the birth of the baby (23.6% vs 50%, χ2 =16.784. df = 2 
p < 0.000).  
Table 6.16: Midwives vs other professions differences on communication and 














I seek the woman’s 
consent before 
informing her male 
partner about the 
care provided to her 
during childbirth. 
 
Never 15.2% (n=19) 28.0% (n=21) 20.0% 
(n=40%) 
5.215 2 0.074 
Do it 
inconsistently 
47.2% (n=59) 44.0% (n=33) 46.0% (n=92) 
Always 37.6% (n=47) 28.0% (n=21) 34.0% (n=68) 
Total 100.0%(n=125) 100.0% (n=75) 100.0% 
(n=200) 
I communicate to the 
woman's male 
partner about her 
childbirth progress. 
Never 6.3% (n=8) 5.3% (n=4) 5.9% (n=12) 0.373 2 0.830 
Do it 
inconsistently 
54.3% (n=69) 58.7% (n=44) 55.9% (n=113) 
Always 39.4% (n=50) 36.0% (n=27) 38.1% (n=77) 
Total 100.0%(n=127) 100.0% (n=75) 100.0% 
(n=202) 




I involve both 
parents in any 
decisions regarding 






45.7% (n=58) 50.7% (n=38) 47.5% (n=96) 
Always 44.9% (n=57) 45.3% (n=34) 45.0% (n=91) 
Total 100% (n=127) 100.0% (n=75) 100.0% 
(n=202) 
I listen to the male 
partner's concerns 
about the woman’s 
condition during 
childbirth. 
Never 2.4% (n=3) 3.9% (n=3) 3.0% (n=6) 1.659  2 0.436* 
Do it 
inconsistently  
44.0% (n=55) 51.3% (n=39) 46.8% (n=94) 
Always 53.6% (n=67) 44.7% (n=34) 50.2% (n=101) 
Total 100.0% (n=125) 100.0% (n=76) 100.0% 
(n=201) 
If a woman's male 
partner becomes 
distressed, I ask him 
to leave the room. 
Never 16.8% (n=21) 9.2% (n=7) 13.9% (n=28) 2.356 2 0.308 
Do it 
inconsistently 
58.4% (n=73) 61.8% (n=47) 59.7% (n=120) 
Always 24.8% (n=31) 28.9% (n=22) 26.4% (n=53) 
Total 100.0% (n=125) 100.0% (n=76) 100.0% 
(n=201) 
I ask the woman's 
male partner if he 
wants to watch the 
baby being born. 
Never 11.8% (n=15) 13.2% (n=10) 12.3% (n=25) 2.841  2 0.242 
Do it 
inconsistently 
50.4% (n=64) 60.5% (n=46) 54.2% (n=110) 
Always 37.8% (n=48) 26.3% (n=20) 33.5% (n=68) 
Total 100.0% (n=127) 100.0% (n=76) 100.0% 
(n=203) 
 
*2 cells (33.3%) have expected count less than 5.  
As shown in the in Table 6.16, reported practices by respondents regarding the 
communication with male partners who attended childbirth and coping mechanisms 
adapted to the presence of male partners at labour and/or birth were inconsistent. 
Although there were differences in proportions between midwives and other 




6.2.6. Facilities’ readiness to encourage male partners’ attendance at 
childbirth 
The results presented in this subsection answer question one (Chapter Three) and 
were collected using the MPAC-QHMUs. Table 6.17 presents the breakdown of 
facilities’ current standing as far as encouraging male partners’ is concerned.  
Table 6.17: Facilities’ readiness to encourage male partners’ attendance 
Item Response 
options 




Our health facility has 
started to encourage 
male partners' 
attendance at childbirth if 
it is the woman’s choice 
No 2 2 4 
Yes 3 5 8 
Do not know 2 0 2 
Total 7 7 14 
Eight HMUs (three from public and five from five private facilities) reported that their 
health facilities had started encouraging male partners’ attendance. These eight were 




Table 6.18: Facilities’ readiness to maintain male partners’ attendance at 
childbirth (of those who have started to implement)  
Response options N  % 
Allowing male partners’ attendance is one of our facilities’ values 
Yes 5 62.5 
No 2 25 
Do not know 1 12.5 
There is a high demand for male involvement in childbirth from couples attending 
this facility 
Yes  3 37.5 
No 4 50 
Do not know 1 12.5 
We face challenges in encouraging male partners to attend childbirth in our facility 
Yes  5 62.5 
No 3 37.5 
Do not know 0 0 
Managers of our health facility are committed to sustaining male partners' 
attendance at childbirth 
Yes  7 87.5 
No 0 0 
Do not know 1 12.5 
As shown in Table 6.18, most of the HMUs reported that allowing male partners’ 
attendance was one of their facilities’ values. A few of them reported that there was 
high demand for male involvement in childbirth from couples attending their facilities. 
In spite of the expressed commitment to sustain male partners’ attendance at childbirth 
from the majority of facilities, over half of them (n =5) reported that their facilities faced 
challenges in encouraging male partners to attend childbirth.  
Facilities that have not started encouraging male partners (n=4) were asked to report 





Table 6.19: Readiness to encourage male partners’ attendance (of those who 
have not started to implement) 
Response options Number of facilities % 
Our health facility is considering encouraging male partners to attend childbirth 
Yes 4 100 
No 0 0 
Do not know 0 0 
We believe that implementing male partners' attendance at childbirth will enable our 
health facility to involve men in other safe motherhood programmes 
Yes 3 75 
No 0 0 
Do not know 1 25 
We believe that allowing male partners to attend childbirth will change men’s 
perceptions of childbirth 
Yes 4 100 
No 0 0 
Do not know 0 0 
Introducing male partners’ attendance at childbirth will require our facility to 
organise specific antenatal classes for them 
Yes  3 75 
No 1 25 
Do not know 0 0 
Our health facility is ready to put in place guidelines to facilitate male partners' 
attendance at childbirth 
Yes  3 75 
No 1 25 
Do not know 0 0 
There is a plan for our health facility to make more staff available to enable our 
maternity unit to facilitate male partners' attendance at childbirth if it is the woman’s 
choice 
Yes  2 50 
No 2 50 
Do not know 0 0 
As shown in Table 6.19, all HMUs reported that their facilities were willing to consider 




thought that it would change men’s perceptions of childbirth. Despite this belief, the 
majority were of the view that introducing male partners’ attendance would require 
their facilities to arrange specific antenatal classes for them.  
6.2.7. Moderators to facilities’ encouragement of male partners’ attendance  
Results presented under this heading answer research question two about 
organisational level moderators to male partners’ attendance at childbirth obtained 
through MPAC-QHMUs. Moderators include aspects such as awareness of the 
woman’s rights, individual staff attitudes, sociocultural, and organisational related 
determinants that may facilitate or hinder the implementation of male partners’ 
attendance at labour and/or birth as reported in Table 6.20. 
Table 6.20: Moderators to male partners’ attendance at childbirth 
Awareness of 
the woman’s 













No % No % No   % No % No % No % No  % 
Maternity staff 
are not aware of 
the woman’s right 
to have a birth 
companion of her 
choice. 
6 42.9 3 21.4 1 7.1 2 14.3 2 14.3 0 0 14 100.0 
Maternity staff 




provided to the 
woman during 
childbirth. 
5 35.7 3 21.4 1 7.1 3 21.4 2 14.3 0 0 14 100.0 
Maternity staff 
fear that 








infection to the 
woman and the 
baby. 









an authority such 
the Ministry of 
Health. 
8 57.1 4 28.6 1 7.1 1 7.1 0 0 0 0 14 100.0 
Our labour 






8 57.1 2 14.3 1 7.1 3 21.4 0 0 0 0 14 100.0 
Our delivery 
rooms do not 
offer sufficient 
privacy to enable 
male partners to 
attend the 
delivery of the 
baby. 
10 71.4 1 7.1 0 0 3 21.4 0 0 0 0 14 100.0 
The high 
workload of our 
maternity staff 




does not enable 
them to facilitate 









3 21.4 2 14.3 1 7.1 5 35.7 3 21.4 0 0 14 100.0 
Our facility lacks 
amenities such 
as toilets and 
beds for male 
partners who 




6 42.9 4 28.6 0 0 3 21.4 1 7.1 0 0 14 100.0 








5 35.7 6 42.9 1 7.1 1 7.1 1 7.1 0 0 14 100.0 
Our health 






focus of care is 











from attending to 
the mother 
during childbirth 
6 42.9 5 35.7 1 7.1 1 7.1 1 7.1 0 0 14 100.0 
Our health 








to be a female 
role. 
9 64.3 1 7.1 0 0 3 21.4 1 7.1 0 0 14 100.0 
Our health 







expected to be 
present at 
childbirth. 
6 42.9 4 28.6 2 14.3 2 14.3 0 0 0 0 14 100.0 
As shown in Table 6.20, nine HMUs thought that maternity staff at their facilities were 
aware of the woman’s right to have a birth companion of her choice. Five HMUs 
thought that maternity staff at their facilities might worry that male partners would 




reported that fear of the spread of infection to the woman and the baby could was not 
an issue for their facilities to allow male partners to attend childbirth. One HMU agreed 
that maternity staff at their facility were worried about male partners’ presence as they 
feared being reported for allegations of mistreatment. Ten HMUs thought that their 
labour rooms offered sufficient privacy to enable male partners to be with their female 
partners during labour, however, three HMUs thought that the birth rooms in their 
facilities could not offer sufficient privacy to allow men to attend birth.  Eleven HMUs 
thought that high workload of maternity staff was not a problem for facilitating male 
partners’ attendance at childbirth. Eight HMUs reported that maternity staff at their 
facilities had limited training on facilitating male partners' attendance at childbirth. Ten 
HMUs reported that they had amenities such as toilets and beds for male partners 
who might wish to stay overnight with their wives/partners when they attended 
childbirth. Two HMUs thought that their facilities did not encourage male partners’ 
presence at childbirth because they might become aggressive. Eleven HMUs thought 
that male partners’ presence at childbirth might not be a distraction to maternity staff. 
Four HMUs thought that their facilities did not encourage male partners' attendance at 
childbirth because they considered birth companionship a female role.   
6.2.8. Maternity staff perceptions about male partners’ attendance  
Results under this heading answer research question two of the thesis. They are 
grouped into three: views about male partners’ presence at childbirth, positive effects 
of male partners’ attendance, perceived negative effects of male partners’ attendance, 
and perceived impacts of male partners’ attendance at childbirth.  
i) Views about male partners’ presence at childbirth 
Tables 6.21 presents the frequency and percentages of maternity staff perceptions of 


























one of the 




1 0.5 4 2.0 16 7.9 73 36.0 108 53.2 1 0.5 203 100.0 
A woman's 
male partner 
must not be 
allowed inside 
the maternity 
ward if the 
woman has a 
female birth 
companion. 


























not help at all 




90 44.3 62 30.5 19 9.4 24 11.8 8 3.9 0 0 203 
 
100.0 
Combining the ‘agree’ and ‘strongly agree’ results, 77% (n=181) thought that male 
partners’ presence at childbirth was one of the ways to make childbirth care more 
family-centred. Two-thirds of maternity staff (n=142) thought that male partners should 
attend childbirth to witness what happens during childbirth. In contrast to the HMUs 
views reported in the previous subsection, 71% (n=144) reported that allowing male 
partners to attend childbirth might protect healthcare providers against any allegations 
of negligence. A few participants (16%, n=32) thought that a woman's male partner's 
presence did not help at all in the care of the woman during childbirth. 
Table 6.22 reports the results of the analysis performed to examine any differences 
between public  and private health facilities regarding  permitting male partners’ 
attendance at childbirth. Results of the same analysis conducted to examine if there 
were any difference between midwives and other staff working in maternity units  are 








Table 6.22: Public vs private differences on views about male partners’ 
attendance at childbirth 
Variables Response 
categories 








Male partners' presence at 
childbirth is one of the 
ways to make childbirth 
care more family centred. 
Disagree 2.4% (n=3) 2.7% (n=2) 2.5% (n=5) 1.102 2 0.576* 













A woman's male partner 
must not be allowed inside 
the maternity ward if the 








1.127 2 0.569 












Male partners should 
attend childbirth to witness 
























Allowing male partners to 
attend childbirth protects 
healthcare providers 

























A woman's male partner's 







9.272 2 0.010 




all in the care of the 
woman during childbirth. 
Agree 20.5% 
(n=26) 






*2 cells (33.3%) have expected count less than 5 
As indicated in Table 6.22, compared to  the public facilities, staff from private facilities 
remained neutral when answering about  whether or not men should attend childbirth 
to witness what happens during childbirth (9.5% vs 19.7%).There was  a statistically 
significant difference between public and private health facilities on this item 
(χ2 = 6.223. df = 2 p < 0.045). Furthermore, a higher proportion of respondents from 
private facilities (86.8%) than that of public facilities (67.7%) viewed a woman’s male 
partner’s presence at childbirth helpful in the care of the woman. Across all response 
categories, there was a statistically significant difference between public and private 
facilities regarding this view (χ2 = 9.272. df = 2 p < 0.010). 
Table 6.23: Midwives vs other professions differences on views male partners’ 
attendance at childbirth 
Variables Response 
categories 
Midwives  Other 
professions 







Male partners' presence at 
childbirth is one of the 
ways to make childbirth 
care more family centred. 
Disagree 2.4% (n=3) 2.7% (n=2) 2.5% (n=5) 4.848 2 0.089* 
Neutral 













A woman's male partner 
must not be allowed 
inside the maternity ward 
if the woman has a 

























Male partners should 
attend childbirth to witness 























Allowing male partners to 
attend childbirth protects 
healthcare providers 























A woman's male partner's 
presence does not help at 
all in the care of the 






















*2 cells (33.3%) have expected count less than 5. 
As shown in the above table, a high proportion of midwives (76.2%) compared to 
60.5% of other professionals agreed that male partners should attend childbirth to 
witness what happens during childbirth. This difference between professions was 
significant across all response categories (χ2 = 6.216. df = 2 p < 0.045).  
ii) Positive effects of male partners’ attendance 
Tables 6.24 present the frequency and percentages of maternity staff views on 





































to her during 
labour. 







with the baby. 





















9 4.4 23 11.3 16 7.9 95 46.8 59 29.1 1 0.5 203 100.0 
As indicated in Table 6.24, most maternity staff (70.4%, n=143) were of the view that 
male partner’s presence could make the labouring woman less stressed. The majority 
of maternity staff (82.7%, n=168) thought that a woman’s male partner may provide 
her with reassurance during labour, 74% (n=150) thought that a woman’s male 
partner’s presence at birth might foster his bonding with the baby. The majority of 
maternity staff (76%, n=154) thought that a male partner may assist the woman to do 
breathing and relaxation exercises.  
Table 6.25 presents the cross-tabulations and Pearson chi-square tests performed to 
examine if there was any differences in the way respondents from public facilities and 
those from private health facilities perceived the positive effects of male partners’ 
attendance at childbirth. Table 6.26 further reports the results of the same analysis 
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may assist her to do 


























As shown in the above table, 70 % of respondents from public facilities and 71% from 
private facilities agreed that the presence of the woman’s male partner may lessen her 
stress during childbirth. However, more respondents from private facilities were neutral 
compared to those from public facilities (22.4% vs 12.6%). Comparing all response 
categories, a statistically  significant difference between public and private facilities on 
this view was observed (χ2 = 6.925. df = 2 p < 0.031). There was a statistically 
significant difference between public and private facilities on the view that male 
partners can provide verbal reassurance to the labouring woman (77.8%  vs 92% , 
χ2 = 7.379. df = 2 p < 0.025).  
Table 6.26: Midwives vs other professions differences on perceived positive 
effects of male partners’ attendance 
Variables Response 
categories 
Midwives  Other 
professions 








A woman's male 
partner's presence 
makes her feel less 
stressed during childbirth. 
Disagree 
9.4% (n=12) 19.7% (n=15) 
13.3% 
(n=27) 

















A woman's male partner 
provides verbal 
Disagree 
8.7% (n=11) 14.5% (n=11) 
10.9% 
(n=22) 
2.668 2 0.263 

















A woman's male 
partner's attendance at 
birth fosters his bonding 






1.531 2 0.465 












Male partners need to 
attend childbirth to 
develop a better 







4.109 2 0.128 












A woman's male partner 
may assist her to do 







5.707 2 0.058 












As shown in Table 6.26, 78.7% of midwives and 56.6% of staff with other professional 
backgrounds agreed that a woman’s male partner’s presence can make her feel less 
stressed during childbirth. The chi-square test showed a statistically significant 
difference between the two groups (χ2 = 11.222. df = 2 p < 0.004). More midwives than 
other professional categories (81% vs 68.4%) agreed that a woman’s male partner 
might assist her to do breathing and relaxation exercises.  
iii) Perceived negative effects of male partners’ attendance 
Tables 6.27 presents the frequency and percentages of maternity staff perceptions of 


























make her feel 
uncomfortable 
during labour. 































care to the 
women during 
childbirth. 
As indicated in Table 6.27, half of maternity staff (n=102) thought that the male 
partner's presence could not be detrimental to the wellbeing of the labouring woman, 
36% (n=73) thought that male partners' presence might provoke undesirable 
emotional reactions from the woman during childbirth. A fifth of maternity staff (n=41) 
thought that they might feel uncomfortable when watched by male partners while 
offering care to the women during childbirth. 
Table 6.28 reports the findings of  the cross-tabulations and Pearson chi-square test 
of association carried out to examine if there was any differences in the way 
respondents from public facilities and those from private health facilities perceived the 
negative effects of male partners’ attendance at childbirth. The same analysis was 
done to examine if there might be any difference on these views between midwives 
and non-midwives (See Table 6.29). 
Table 6.28: Public vs private differences on perceived negative effects of male 
partners’ attendance at childbirth 
Variables Response 
categories 








A woman's male 
partner's presence can 




61.1% (n=77) 51.4% (n=38) 
57.5% 
(n=115) 
9.884 2 0.007 
Neutral 












The male partner's 
presence can be 
detrimental to the 
Disagree 
50.4% (n=63) 51.3% (n=39) 
50.7% 
(n=102) 




wellbeing of the labouring 
woman. 
Neutral 












A woman's male 
partners' presence may 
provoke undesirable 
emotional reactions from 
her during childbirth. 
Disagree 
48.0% (n=61) 46.1% (n=35) 
47.3% 
(n=96) 
0.832 2 0.660 
Neutral 












Maternity staff may feel 
uncomfortable when they 
are watched by male 
partners while offering 
care to the women during 
childbirth. 
Disagree 
69.3% (n=88) 53.9% (n=41) 
63.5% 
(n=129) 
7.872 2 0.020 
Neutral 












As shown in the above table, a high proportion of respondents from public facilities 
(61.1%) disagreed that a woman’s male partner presence can cause discomfort to the 
woman during labour and 36.5% of respondents from private facilities were neutral. 
Across all response categories, there was a statistically significant difference between 
public and private facilities on this view (χ2 =9.884. df = 2 p < 0.007). Over a third of 
respondents from private facilities (30.3%) agreed that maternity staff may feel 
uncomfortable when they are watched by male partners while offering care to the 
woman. Across all response categories, the chi-square test showed that there was a 





Table 6.29: Midwives vs other professions differences on perceived negative 













A woman's male 
partner's presence can 
make her feel 
uncomfortable during 
labour. 
Disagree 60.3% (n=76) 52.7% (n=39) 57.5% 
(n=115) 
2.754 2 0.252 
Neutral 20.6% (n=26) 31.1% (n=23) 24.5% 
(n=49) 




100.0% (n=74) 100.0% 
(n=200) 
The male partner's 
presence can be 
detrimental to the 
wellbeing of the labouring 
woman. 
Disagree 52.0% (n=65) 48.7% (n=37) 50.7% 
(n=102) 
0.483 2 0.785 
Neutral 18.4% (n=23) 22.4% (n=17) 19.9% 
(n=40) 




100.0% (n=76) 100.0% 
(n=201) 
A woman's male 
partners' presence may 
provoke undesirable 
emotional reactions from 
her during childbirth. 
Disagree 52.0% (n=66) 39.5% (n=30) 47.3% 
(n=96) 
4.023 2 0.134 
Neutral  13.4% (n=17) 22.4% (n=17) 16.7% 
(n=34) 




100.0% (n=76) 100.0% 
(n=203) 
Maternity staff may feel 
uncomfortable when they 
are watched by male 
partners while offering 
care to the women during 
childbirth. 
Disagree 62.2% (n=79) 65.8% (n=50) 63.5% 
(n=129) 
1.615 2 0.446 
Neutral 15.0% (n=19) 18.4% (n=14) 16.3% 
(n=33) 









As shown in Table 6.29,  the proportion of disagreement on items about perceived 
negative effects of male partners’ attendance at childbirth was high across all 
professional groups. However, there was no statistically significant difference between 
midwives and other staff working in maternity on these items.  
iv) Perceived impacts of male partners’ attendance at childbirth 
Tables 6.30 present the frequency and percentages of maternity staff reports on the 
perceived impacts of male partners’ presence at childbirth.  
Table 6.30. Perceived impacts of male partners’ attendance  
Perceived impacts 

















increase stress on 
healthcare 
providers. 
64 31.5 54 26.6 35 17.2 41 20.2 9 4.4 0 0 203 100.0 
Permitting male 
partners' presence 
at childbirth can 
lead to congestion 
in the maternity 
ward. 
54 26.6 57 28.1 35 17.2 39 19.2 15 7.4 3 1.5 203 100.0 
The woman's male 
partner may faint 
during the delivery 
of the baby. 
 





on couples' sexual 
relationships. 










10 4.9 19 9.4 25 12.3 57 28.1 90 44.3 2 1 203 100.0 
As indicated in Table 6.30, 25% (n=50) of maternity staff thought that male partners’ 
presence would increase stress on healthcare providers, and 27% (n=54) thought that 
permitting male partners’ presence in labour and/or birth rooms could lead to 
congestion. Half of maternity staff agreed that male partners might faint during the 
delivery of the baby. Over half of maternity staff (54%, n=109) thought that male 
partners' presence during delivery would not impact on couples' sexual relationship, 
and 72% (n=147) thought that male partners’ presence might impact on couples’ 
subsequent pregnancy planning. 
Table 6.31 presents the results of  cross-tabulations and Pearson chi-square test 
analysis performed to examine if there were  any differences in the way respondents  
from public facilities and those from private health facilities viewed  perceived impacts 
of male partners’ attendance at childbirth. The same analysis was done to examine if 
there could be a  difference on these views between midwives and other health 























Male partners’ presence 
at childbirth will increase 
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presence at childbirth can 



























The woman's male 
partner may faint during 
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during delivery can 































Male partners’ presence 





9.3% (n=7) 14.4% 
(n=29) 



















As indicated in Table 6.31, 61.4% of respondents from public facilities and 52.6% did not 
agree with the view that male partners’ presence at childbirth would increase stress on 
healthcare professionals, and 23.7% of respondents from private facilities were neutral. 
Both respondents from public and private agreed at the same level (73%) with the view 
that male partners’ attendance at childbirth may impact on the couples’ subsequent 
pregnancy planning. There were no statistically significant differences between public 
and private facilities on these reported variables. 
Table 6.32: Midwives vs other professions differences on perceived impacts of 
male partners’ attendance 
Variables Response 
categories 
Midwives  Other 
professions 








Male partners’ presence 
at childbirth will increase 





59.2% (n=45) 58.1% 
(n=118) 
0.375 2 0.829 
Neutral  16.5% 
(n=21) 












Permitting male partners' 
presence at childbirth can 




58.7% (n=44) 55.5% 
(n=111) 
0.772 2 0.680 
Neutral 19.2% 
(n=24) 















The woman's male 
partner may faint during 




26.3% (n=20) 30.0% 
(n=61) 
0.907 2 0.636 
Neutral 18.9% 
(n=24) 




51.3% (n=39) 49.8% 
(n=101) 






Male partners' presence 
during delivery can 





48.7% (n=37) 54.0% 
(n=109) 
2.079 2 0.354 
Neutral 18.3% 
(n=23) 












Male partners’ presence 





10.5% (n=8) 14.4% 
(n=29) 
3.162 2 0.206 
Neutral 14.4% 
(n=18) 




80.3% (n=61) 73.1% 
(n=147) 






As indicated in Table 6.32, the proportion of midwives who agreed that men could faint if 
they watched the baby being born was fewer than that of other health professionals 
(48.8% vs 51.3%). The proportion of midwives who disagreed with the perception that 
male partners’ presence could affect the couple’s sexual relationship was higher than 
that of other professionals (57.1% vs 48.7%). Non-midwifery professions were more likely 
to endorse that male partners’ presence might impact on couples’ subsequent pregnancy 
planning compared to midwives (80.3% vs 68.8%). Across all variables,  there were no 
statistically significant differences between midwives and other staff regarding their views 




6.2.9. Attitudes regarding the acceptability of male partners’ presence 
Attitudes covered two aspects: maternity staff judgement on respecting the woman’s 
choices regarding male partners’ presence at childbirth, and the acceptability of 
support that would be given to men who attend childbirth.  
i) Respect of the woman’s choices regarding male partners’ attendance at 
childbirth 
Tables 6.33 presents the frequency and percentages of maternity staff attitudes 
regarding the acceptability of respecting the woman’s choices of having her male 
partner present at childbirth.  
Table 6.33: Attitudes regarding the acceptability of male partners’ presence 
Attitudes regarding 
the acceptability of 
some conditions 










g data  
Total 
No % No % No   % No % No % N
o 
% No % 
It is acceptable to 
allow a male partner 
to be present during 
labour if it is the 
woman’s choice. 
4 2.0 8 3.9 7 3.4 55 27.1 12
9 
63.5 0 0 203 100.0 
It is acceptable to 
allow a male partner 
to be present at birth if 
it is the woman’s 
choice. 
3 1.5 8 3.9 10 4.9 60 29.6 122 60.1 0 0 203 100.0 
It is acceptable to 
oblige male partners 
to stay with the 
woman throughout 
childbirth once they 
arrive at the place of 
delivery. 
36 17.7 70 34.5 34 16.7 45 22.2 18 8.9 0 0 203 100.0 
It is acceptable to only 
allow the woman's male 




partner to stay with the 
woman during delivery. 
It is acceptable to only 
allow the woman's 
male partner to stay 
with the woman if she 
is expected to deliver 
normally. 
27 13.3 71 35.0 31 15.3 38 18.7 36 17.7 0 0 203 100.0 
It is acceptable to allow 
all male partners to 
attend childbirth 
without imposing any 
limitation on them. 
37 18.2 53 26.1 23 11.3 50 24.6 39 19.2 1 0.5 203 100.0 
It is acceptable to 
allow the woman's 
male partner to attend 
Caesarean section. 
12 5.9 13 6.4 25 12.3 67 33.0 83 40.9 3 1.5 203 100.0 
As shown in Table 6.33, 91% (n=184) of maternity staff thought that it was acceptable 
to allow male partners’ presence at labour if it is the woman’s choice, and 90% (n=182) 
though it acceptable at the birth. Moreover, 31% (n=63) thought that it was acceptable 
to oblige male partners to stay with the woman throughout childbirth once they arrive 
at the place of birth. Most maternity staff (74%, n=150) thought that it was acceptable 
to allow the woman's male partner to attend if the birth was by Caesarean section. 
Table 6.34 reports the findings of further analysis conducted to explore if there were 
any differences between public and private health facilities on the acceptability of 
respecting the woman’s choices as far as permitting male partners to stay with them 
during childbirth. The results of  same analysis  performed to examine if there might 
be any difference on these views between midwives and non-midwives are presented 






Table 6.34: Public vs private differences on attitudes regarding the acceptability 
of male partners’ presence 
Variables Response 
categories 








It is acceptable to allow a 
male partner to be present 
during labour if it is the 
woman’s choice. 
Disagree 6.3% (n=8) 5.3% (n=4) 9.4% (n=12) 1.792 2 0.408* 













It is acceptable to allow a 
male partner to be present 
at birth if it is the woman’s 
choice. 
Disagree 6.3% (n=8) 3.9% (n=3) 5.4% (n=11) 1.976 2 0.372* 













It is acceptable to oblige 
male partners to stay with 
the woman throughout 
childbirth once they arrive 

























It is acceptable to only allow 
the woman's male partner to 




























It is acceptable to only allow 
the woman's male partner to 
































It is acceptable to allow all 
male partners to attend 
childbirth without imposing 

























It is acceptable to allow the 
woman's male partner to 

























* 3 cells (50%) have expected count less than 5. 
*2 cells (33.3%) have expected count less than 5. 
As shown in this table, a high proportion of respondents from both public and private 
facilities agreed that it was acceptable to allow a woman’s male partner to attend 
labour and/or birth if the woman chose that. To a greater extent, respondents from 
private facilities did not agree with the statement ‘It is acceptable to oblige male 
partners to stay with the woman throughout childbirth once they arrive at the place of 
delivery’ (private facilities 67%; public facilities 43.3%), and 35.4% of respondents  
from public facilities agreed with this statement. There was a statistically significant 
difference between public and private facilities on how staff answered this item 






Table 6.35: Midwives vs other professions differences on attitudes regarding the 













It is acceptable to allow a 
male partner to be present 
during labour if it is the 
woman’s choice. 
Disagree 6.3% (n=8) 5.3% (n=4) 5.9% 
(n=12) 
0.174 2 0.916* 












It is acceptable to allow a 
male partner to be present 
at birth if it is the woman’s 
choice. 
Disagree 7.1% (n=9) 2.6% (n=2) 5.4% 
(n=11) 
1.851 2 0.396* 












It is acceptable to oblige 
male partners to stay with 
the woman throughout 
childbirth once they arrive 
at the place of delivery. 
Disagree 50.4% 
(n=64) 
55.3% (N=42) 52.2% 
(n=106) 
0.453 2 0.797 
Neutral 17.3% 
(n=22) 












It is acceptable to only allow 
the woman's male partner 





34.2% (n=26) 33.0% 
(n=67) 
0.299 0 0.861 
Neutral 17.3% 
(n=22) 













It is acceptable to only allow 
the woman's male partner 
Disagree 47.2% 
(n=60) 
50.0% (n=38) 48.3% 
(n=98) 




to stay with the woman if 

















It is acceptable to allow all 
male partners to attend 
childbirth without imposing 
any limitation on them. 
Disagree 42.1% 
(n=53) 
48.7% (n=37) 44.6% 
(n=90) 
1.078 2 0.583 
Neutral 12.7% 
(n=16) 












It is acceptable to allow the 
woman's male partner to 
attend Caesarean section. 
Disagree 9.4% (n=12) 17.8% (n=13) 12.5% 
(n=25) 
4.293 2 0.117 
Neutral 15.0% 
(n=19) 












*3 cells (50.0%) have expected count less than 5. 
*2 cells (33.3%) have expected count less than 5. 
An equally high proportion (90%) of midwives and other staff working in maternity units 
agreed that it was acceptable for them to allow a male partner to be present during 
labour if the woman chose that. Moreover , 92% of staff with other professional 
backgrounds and 88.2% of midwives reported that it was acceptable to allow a 
woman’s male partner to attend childbirth if she wanted that. The proportion of 
midwives who agreed that it was acceptable to oblige male partners to stay with the 
woman throughout childbirth once they arrived at the place of delivery was higher than 
that of other staff in maternity units (32.3% vs 28.9%). There were no statistically 
significant differences between the groups of professions across all the variables 





ii) Acceptability of support that would be given to men who attend childbirth 
Tables 6.36 presents the frequency and percentages of maternity staff attitudes 
regarding the acceptability of the support that would be given to male partners who 
attend childbirth.  
































11 5.4 20 9.9 16 7.9 81 39.9 74 36.5 1 0.5 203 100.0 
It is 
acceptable 
to allow the 
woman's 
male partner 





her such as 
massaging 






































































30 14.8 38 18.7 32 15.8 61 30.0 42 20.7 0 0 203 100.0 
Three quarters of participants (76%, n=155) thought it was acceptable for maternity 
staff to facilitate a woman’s male partner to share the birth experience with the 
woman. The majority of maternity staff (82%, n=166) thought that it was acceptable 
to allow the woman's male partner to stay with the woman to offer practical support to 
her such as massaging her back during labour, holding her hand during labour, 
offering her food and drink, and encouraging her to cope with labour. Over three 
quarters of maternity staff (n=158) thought that it was acceptable for health providers 
to establish a good relationship with the woman's male partner to enable him to cope 
with her labour, and 33.5% (n=68) thought that it was acceptable to allow male 
partners who look anxious to stay with the woman during childbirth (combining 
strongly disagree and disagree).  
Table 6.37 presents the results of the cross-tabulations and Pearson chi-square test  
performed to examine if there were any differences between public and private health 
facilities on  views about the acceptability of providing support to male partners who 




any difference on these views between midwives and non-midwives are reported in 
Table 6.38. 
Table 6.37: Public vs private differences on the acceptability of providing 
support to male partners who attend childbirth  
Variables Response 
categories 








It is acceptable for the 
maternity staff to 
facilitate a woman's 
male partner to attend 
childbirth to share the 
birth experience with 
the woman. 
Disagree 
21.3% (n=27) 5.3% (n=4) 
15.3% 
(n=31) 
13.127 2 0.001 
Neutral 












It is acceptable to 
allow the woman's 
male partner to stay 
with the woman to 
offer practical support 
to her such as 
massaging her back 
during labour, holding 
her hand during 
labour, offering her 
food and drink, and 
encouraging her to 
cope with labour. 
Disagree 
15.0% (n=19) 9.3% (n=7) 
12.9% 
(n=26) 
5.056 2 0.080 
Neutral  













It is acceptable for 
healthcare providers 
to allow the woman's 
male partner to take 
pictures and videos 
throughout childbirth. 
Disagree 
68.5% (n=87) 52.0% (n=39) 
62.4% 
(n=126) 
5.483 2 0.064 
Neutral 




18.9% (n=24) 29.3% (n=22) 
22.8% 
(n=46) 








It is acceptable for 
healthcare providers 
to assist the woman's 
male partner to 
support her during 
childbirth. 
Disagree 
20.5% (=26) 8.0% (n=6) 
15.8% 
(n=32) 
8.484 2 0.014 
Neutral 




70.9% (n=90) 73.3% (n=55) 
71.8% 
(n=144) 





It is acceptable for 
health providers to 
establish a good 
relationship with the 
woman's male partner 
to enable him to cope 
with her labour. 
Disagree 
15.0% (n=19) 2.6% (n=2) 
10.3% 
(n=21) 
7.805 2 0.020 
Neutral  












It is acceptable to not 
allow male partners 
who look anxious to 
stay with the woman 
during childbirth. 
Disagree 
34.6% (n=44) 31.6% (n=24) 
33.5% 
(n=68) 
2.135 2 0.344 
Neutral 




47.2% (n=60) 56.6% (n=43) 
50.7% 
(n=103) 





*1 cell (16.7%) has expected count less than 5. 
As presented in Table 6.37,  a high proportion of respondents from private facilities 
(90.7%) agreed with the statement ‘It is acceptable for the maternity staff to facilitate 
a woman's male partner to attend childbirth to share the birth experience with the 
woman,’ and 21.3% of respondents from public facilities disagreed with the statement. 
There was a statistically significant difference between private and public facilities 
responses on this statement (χ2 = 13.127. df = 2 p < 0.001). In addition, 84.2% of 
respondents from private facilities and 74% from public facilities thought it was 
acceptable for health providers to establish a good relationship with the woman's male 
partner to enable him to cope with her labour. The difference between private and 




Table 6.38: Midwives vs other professions differences on the acceptability of 
providing support to male partners who attend childbirth  
Variables Response 
categories 
Midwives  Other 
professions 








It is acceptable for the 
maternity staff to facilitate a 
woman's male partner to 
attend childbirth to share 







0.525 2 0.769 
Neutral 














It is acceptable to allow the 
woman's male partner to 
stay with the woman to 
offer practical support to 
her such as massaging her 
back during labour, holding 
her hand during labour, 
offering her food and drink, 
and encouraging her to 






0.496 2 0.780* 
Neutral 















It is acceptable for 
healthcare providers to 
allow the woman's male 

























It is acceptable for 
healthcare providers to 
assist the woman's male 



























It is acceptable for health 
providers to establish a 
good relationship with the 
woman's male partner to 







2.925 2 0.232 
















It is acceptable to not allow 
male partners who look 
anxious to stay with the 























*1 cell (16.7%) has expected count less than 5. 
As shown in table 6.38, except the item about permitting the woman’s male partner 
to take pictures throughout childbirth, high proportions of endorsement about other 
items regarding  the acceptability of providing support to male partners who attend 
childbirth  were reported across all categories of staff. There were no statistically 
significant differences between midwives and other staff on reported views regarding 
the acceptability of the acceptability of providing support to male partners who attend 
childbirth.  
6.2.10. Attitudes regarding the feasibility of male partners’ attendance 
Feasibility entailed two themes: practicality of encouraging male partners’ attendance, 







i) Practicality of encouraging male partners’ attendance 
Tables 6.39 presents the frequency and percentages of maternity staff attitudes 
regarding the feasibility of encouraging of male partners’ attendance at childbirth. 
Results for feasibility of male partners’ presence at childbirth in all statements are 
reported by combining the agree and strongly agree options.  












g data  
Total 
No % No % No   % No % No % No % No % 
It is feasible for me 






2 1.0 9 4.4 16 7.9 119 58.6 57 28.1 0 0 203 100.0 
It is feasible for 
me to inform the 
woman of her 
right to choose 
her male partner 
as her birth 
companion. 
0 0 6 3.0 16 7.9 99 48.8 82 40.4 0 0 203 100.0 
It is feasible for  
me to ask the 
woman's male 
partner if he 
wishes to attend 
childbirth. 







It is feasible for  




labour and birth 
when he attends 
antenatal 
appointments. 
2 1.0 9 4.4 23 11.3 93 45.8 76 37.4 0 0 203 100.0 
It is feasible for 
me to permit the 
woman's male 
partner to be with 
her regardless of 
the type of birth. 
5 2.5 21 10.3 26 12.8 89 43.8 62 30.5 0 0 203 100.0 
As shown in Table 6.39, the majority of maternity staff (88.4%, n=181) thought it was 
feasible for them to inform the woman of her right to choose her male partner as her 
birth companion. The majority of staff (90%, n=182) thought that it was feasible for 
them to permit the woman's male partner to be with her regardless of the type of birth, 
and 87% (n=176) thought that it was feasible for them to advise the women’s male 
partners about coping mechanisms to adopt during childbirth.  
Table 6.40 reports the results of further analysis involving cross-tabulations and 
Pearson chi-square test  that was performed to examine if there were any differences   
between public and private health facilities regarding the feasibility of encouraging 
male partners to attend childbirth. Results of the same analysis computed to examine 
if there might be any difference on these views between midwives and non-midwives 







Table 6.40: Public vs private differences on attitudes regarding the practicality 
of encouraging male partners’ attendance at childbirth 
Variables Response 
categories 








It is feasible for me 
to inform the woman 
of her right to choose 
her male partner as 
her birth companion. 
Disagree 6.3% (n=8) 3.9% 
(n=3) 
5.4% (n=11) 5.367 2 0.068 
Neutral 11.0% (n=14) 2.6% 
(n=2) 
7.9% (n=16) 









It is feasible for me to 
permit the woman's 
male partner to be 
with her regardless of 
the type of birth. 
Disagree 2.4% (n=3) 3.9% 
(n=3) 
3.0% (n=6) 1.497 2 0.473* 
Neutral 9.4% (n=12) 5.3% 
(n=4) 
7.9% (n=16) 









It is feasible for  me 
to ask the woman's 
male partner if he 
wishes to attend 
childbirth. 
Disagree 5.6% (n=7) 0.0% 
(n=0) 
3.5% (n=7) 5.874 2 0.053* 
Neutral 7.9% (n=10) 3.9% 
(n=3) 
6.4% (n=13) 









It is feasible for  me 




labour and birth 
when he attends 
antenatal 
appointments. 
Disagree 8.7% (n=11) .0% (n=0) 5.4% (n=11) 7.129 2 0.028 
Neutral 10.2% (n=13) 13.2% 
(n=10) 
11.3% (n=23) 












It is feasible for me to 
advise women's male 
partners about coping 
mechanisms to adopt 
during childbirth. 
Disagree 14.2% (n=18) 10.5% 
(n=8) 
12.8% (n=26) 0.763 2 0.683 
Neutral 11.8% (n=15) 14.5% 
(n=11) 
12.8% (n=26) 









* 2 cells (33.3%) have expected count less than 5. 
*3 cells (50.0%) have expected count less than 5. 
As indicated in Table 6.40, more than 70% of respondents from both public and private 
facilities  found it practical for them to encourage male partners’ attendance at childbirth. 
However, no significant statistical differences were detected between private and public 
facilities on reported views about the feasibility of encouraging male partners’ attendance 
at childbirth.  
Table 6.41: Midwives vs other professions differences on attitudes regarding 













It is feasible for me to 
inform the woman of 
her right to choose her 
male partner as her 
birth companion. 
Disagree 3.1% (n=4) 2.6% (n=2) 3.0% 
(n=6) 
0.341 2 0.843* 












It is feasible for me to 
permit the woman's 
male partner to be with 
her regardless of the 
type of birth. 
Disagree 15.0% (n=19) 9.2% (n=7) 12.8% 
(n=26) 
1.656 2 0.437 
Neutral 13.4% (n=17) 11.8% (n=9) 12.8% 
(n=16) 











It is feasible for  me 
to ask the woman's 
male partner if he 
wishes to attend 
childbirth. 
Disagree 4.8% (n=6) 1.3% (n=1) 3.5% 
(n=7) 
1.683 2 0.431* 












It is feasible for  me 




labour and birth 
when he attends 
antenatal 
appointments. 
Disagree 6.3% (n=8) 3.9% (n=3) 5.4% 
(n=11) 
1.155 2 0.561 












It is feasible for me to 
advise women's male 
partners about coping 
mechanisms to adopt 
during childbirth. 
Disagree 6.3% (n=8) 3.9% (n=3) 5.4% 
(n=11) 
0.855 2 0.652 












*2 cells (33.3 %) have expected count less than 5 
*3 cells (50.0%) have expected count less than 5.  
Table 6.41 shows that over 70% of midwives and other health professionals agreed 
that it was feasible for them to adopt practices encouraging male partners’ attendance 
at childbirth such as informing the woman of her right to choose her male partner as 
her birth companion, informing the women’s male partners about what happens during 
labour and birth, and  advising them about coping mechanisms to adopt during 




professional groups on reported views  regarding the practicality of encouraging male 
partners’ attendance at childbirth. 
ii) Attitudes regarding the feasibility of support for men who attend 
childbirth 
Tables 6.42 presents the frequency and percentages of maternity staff attitudes 
regarding the feasibility of supporting men who attend childbirth. Results for feasibility 
of male partners’ presence at childbirth in all statements are reported by combining 
the agree and strongly agree options. 
Table 6.42: Practicality of supporting men who attend childbirth 













No % No % No   % No % No % No % No % 
It is feasible for  
me to teach the 
woman's male 
partner how to 




1 0.5 4 2.0 13 6.4 96 47.3 89 43.8 0 0 203 100.0 
It is feasible for  
me to show the 
woman's male 
partner how to 
massage her 
during labour. 
4 2.0 11 5.4 15 7.4 76 37.4 96 47.3 1 0.5 203 100.0 
It is feasible for me 
to help male 
partners articulate 
their needs during 
their stay in the 
maternity ward. 




It is feasible for me 
to ask the woman's 
male partner to leave 
the labour room if he 
becomes distressed. 
7 3.4 24 11.8 25 12.3 79 38.9 65 32.0 3 1.5 203 100.0 
It is feasible for  
me to listen to the 
woman's male 
partner's concerns 
about the woman’s 
condition during 
childbirth. 
1 0.5 6 3.0 13 6.4 107 52.7 71 35.0 5 2.5 203 100.0 
It is feasible for  
me to show the 
woman's male 
partner where to sit 
while staying in the 
labour ward. 
5 2.5 2 1.0 15 7.4 96 47.3 81 39.9 4 2.0 203 100.0 
It is feasible for me 
to welcome the 
woman's male 
partner in the 
delivery room to 
welcome the baby. 
2 1.0 5 2.5 12 5.9 85 41.9 95 46.8 4 2.0 203 100.0 
It is feasible for  
me to thank the 
woman's male 
partner for his 
efforts to be with 
the woman during 
childbirth. 
1 0.5 3 1.5 12 5.9 68 33.5 117 57.6 2 1.0 203 100.0 
The vast majority of maternity staff (91%, n=185) thought that it was feasible for them 
to teach the woman’s male partner how to support her to adopt comfortable positions 
during labour, 84.7% (n=172) thought it was feasible for them to show the woman’s 
male partner how to massage her during labour, and 71% (n=144) thought that it was 
feasible for them to ask the woman's male partner to leave the labour room if he 




it was feasible for them to listen to the woman's male partner's concerns about the 
woman’s condition during childbirth. 
Table 6.43 presents the results of cross-tabulations and Pearson chi-square test  
performed to examine if there was a difference between public and  private health 
facilities on reported views about the feasibility of assisting male partners who attend 
childbirth to support the woman during labour. The results of the same analysis 
performed to examine if there might be any difference on these views between 
midwives and non-midwives are displayed in Table 6.44. 
Table 6.43: Public vs private differences on attitudes regarding the practicality 
of supporting men who attend childbirth  
Variables Response 
categories 








It is feasible for me to teach the 
woman's male partner how to support 
her to adopt comfortable positions 
during labour. 
Disagree 3.9% (n=5) 0% (n=0) 2.5% 
(n=5) 
4.460 2 0.108* 














It is feasible for me to show the 
woman's male partner how to 
massage her during labour. 
 
Disagree 8.7% (n=11) 5.3% (n=4) 14.9% 
(n=30) 
5.231 2 0.073 
Neutral 10.3% 
(n=13) 














It is feasible for me to help male 
partners articulate their needs during 
their stay in the maternity ward. 
Disagree 13.6% 
(n=17) 
5.3% (n=4) 10.5% 
(n=21) 
4.658 2 0.097 
Neutral 12.0% 
(n=15) 

















It is feasible for me to ask the 
woman's male partner to leave the 









3.959 2 0.138 
Neutral 15.2% 
(n=19) 














It is feasible for me to listen to the 
woman's male partner's concerns 
about the woman’s condition during 
childbirth. 
Disagree 4.1% (n=5) 2.7% (n=2) 3.5% 
(n=7) 
5.792 2 0.055* 














It is feasible for  me to show the 
woman's male partner where to sit 
while staying in the labour ward. 
Disagree 5.7% (n=7) 0.0% (n=0) 3.5% 
(n=7) 
7.126 2 0.028* 














It is feasible for me to welcome the 
woman's male partner in the delivery 
room to welcome the baby. 
Disagree 5.6% (n=7) 0.0% (n=0) 3.5% 
(n=7) 
7.122 2 0.028* 














It is feasible for  me to thank the 
woman's male partner for his efforts to 
be with the woman during childbirth. 
Disagree 1.6% (n=2) 2.6% (n=2) 2.0% 
(n=4) 
0.349 2 0.840* 

















*3 cells (50.0%) have expected count less than 5. 
*3 cells (50.0%) have expected count less than 5. 
* 2 cells (33.3%) have expected count less than 5. 
*3 cells (50.0%) have expected count less than 5. 
*3 cells (50.0%) have expected count less than 5. 
As presented in Table 6.43, 96% of respondents from private facilities and 86% from 
public facilities viewed teaching the woman's male partner how to support her to adopt 
comfortable positions during labour practical. More respondents from private facilities 
than from public facilities agreed that it was feasible for them to show men how to 
massage their female partners during labour (92% vs 81%). The level of agreement on 
the item ‘It is feasible for me to ask the woman's male partner to leave the labour room 
if he becomes distressed,’ was higher among respondents from private facilities than in 
public facilities (80% vs 67%). The proportion of respondents from private facilities who  
agreed that it was feasible for them to listen to the woman’s male partner’s concerns 
about the woman’s condition during childbirth was higher than that of public facilities 











Table 6.44: Midwives vs other professions differences on attitudes regarding 
the practicality of supporting men who attend childbirth  
Variables Response 
categories 
Midwives  Other 
professions 








It is feasible for me to 
teach the woman's male 
partner how to support 
her to adopt 
comfortable positions 
during labour. 
Disagree 3.9% (n=5) .0% (n=0) 2.5% (n=5) 3.068 2 0.216* 
Neutral 













It is feasible for me to 
show the woman's male 
partner how to massage 
her during labour. 
Disagree 
5.6% (n=7) 10.5% (n=8) 
7.4% 
(n=15) 
1.796 2 0.407 
Neutral 













It is feasible for me to 
help male partners 
articulate their needs 























It is feasible for me to 
ask the woman's male 
partner to leave the 



























It is feasible for me to 
listen to the woman's 
male partner's 


















It is feasible for  me 
to show the woman's 
male partner where to 
sit while staying in the 
labour ward. 
















It is feasible for me to 
welcome the woman's 
male partner in the 
delivery room to 
welcome the baby. 
Disagree 5.6% (n=7) 0.0% (n=0) 3.5% (n=7) 4.444 2 0.108* 
Neutral 













It is feasible for  me 
to thank the woman's 
male partner for his 
efforts to be with the 
woman during 
childbirth. 
















*3 cells (50.0%) have expected count less than 5. 
*3 cells (50.0%) have expected count less than 5. 
* 2 cells (33.3%) have expected count less than 5. 
* 3 cells (50.0%) have expected count less than 5. 
* 3 cells (50.0%) have expected count less than 5. 
Table 6.44 shows that the proportion of other health professionals working in the 
maternity units who reported that it was feasible for them to teach the woman's male 
partner how to support her to adopt comfortable positions during labour was greater than 
that of midwives (93.4% vs 89.8%). More staff with other professional backgrounds also 




while staying in the labour wards. In addition, the proportion of staff with backgrounds 
other than midwifery  who agreed that it was feasible for them to listen to the woman's 
male partner's concerns about her  condition during childbirth was greater than that of 
midwives (93.2% vs 87.9%). Conversely, the proportion of midwives who agreed that it 
was feasible for them to show men how to massage their female partners during labour 
was higher than that of other professionals (87.3% vs 81.6%).   
6.3. Summary  
This pilot study sought to explore current practice, service level factors, and maternity 
staff perceptions and attitudes regarding the acceptability and feasibility of allowing 
the woman’s male partner to enter and stay in labour and/or birth rooms in Rwandan 
health facilities if the woman wishes him to attend childbirth. Using a survey approach, 
the study collected data from 14 Heads of Maternity Units who represented 14 facilities 
from Kigali, Rwanda. In addition to this, 203 maternity staff with different professional 
backgrounds participated in this pilot survey. The chapter covered the birth 
companionship practices in health facilities in Kigali city and factors that can influence 
male partners attendance at childbirth in these facilities. Both public and private health 
facilities in Kigali city may at some stage allow a woman’s male partner to attend 
childbirth depending on circumstances requiring that and conditions set by maternity 
management. More staff in private facilities reported to always encourage male 
partners’ attendance in their interactions with the families before and during childbirth 
through their communication and support to them. All staff were generally in favour of 
male partners’ attendance at childbirth and found it acceptable and feasible for them, 
and generally reported positive perceptions about the benefits of this practice. In the 
next chapter, the major findings from this chapter and challenges encountered whilst 




CHAPTER SEVEN: DISCUSSION  
This chapter discusses the major findings of this thesis, which set out to explore the 
current practice and factors affecting the implementation of male partners’ attendance 
at childbirth if desired by the woman in Rwandan health facilities. A series of reviews 
was conducted to highlight research gaps in the current evidence. Of the many 
research gaps were highlighted from the review work, the current thesis prioritised 
exploration of current practice, moderators, and health providers’ views about the 
acceptability and feasibility of encouraging the woman’s male partner to attend 
childbirth if it was her choice. The primary research undertaken entailed the 
development of two questionnaires using a modified Delphi technique and a 
subsequent survey of health facilities and maternity staff.  
This chapter is divided into five major sections. Section 7.1 summarises the major 
findings that emerged from this thesis. Section 7.2 discusses the results of primary 
research. Section 7.3 discusses the strengths and limitations of the primary research. 
Section 7.4 concludes the thesis by highlighting the contribution of this thesis and 
practice, policy, and research implications of this thesis. 
7.1. Summary of major findings 
Through the systematic review work, some of the factors influencing whether or not 

















OTHER FEMALE RELATIVES 








 Share the birth experience  
 Provide  and emotional care 
 Witness her endurance 
 Provide physical support 
 Endorse contraceptive use in 
the future 
 Advocate for her care 
 Sharing joy and worries 
Parents’ related factors: 





 Couple attending 
ANC together 
 Previous birth 
attendance 
 Positive attitude  
 Level of education 
and income 
ENABLERS, MOTIVATORS AND FACILITATORS TO HUSBANDS’/PARTNERS’ ATTENDANCE AT LABOUR AND BIRTH BARRIERS TO HUSBANDS’/PARTNERS’ ATTENDANCE/PRESENCE AT LABOUR AND BIRTH  
Men’s wish to be there 
for his partner: 
 To show love 
 Fulfil responsibility  
 Welcome the baby 
 Curiosity 
 Participate in 
decision making 
 Security 
 Pay maternity costs  
 Fulfilling women’s 
rights  
Health facility facilitating:  
 Preparation  
 Information  about labour 
and birth before and 
during childbirth 
 Positive interaction with 
healthcare professionals 
 Labour and delivery 
rooms privacy 
 Providers’ positive 
attitudes  
Women’s opposition for 
fear that:  
 Male partners may 
interfere the caring 
team 
 Privacy  
 Embarrassment 
 Protecting couple’s 





 Other children at 
home may not have 





 Delivery seen as a 
woman’s role 
  Religious and 
traditional customs  
 Patriarchal 
structure 
 Rigidities imposed 
by health facilities 
 Health providers’ 
attitudes 
 Lack of policies  
  
 
Male partners related 
constraints 
 Fear to see blood and 
partners in pain 
 Lack of preparation 
 Embarrassment 
 Privacy issue 
 Limited intimacy  
 Extended family 
support 
 Work constraints   
Negative experiences and effects during and after childbirth  
 Anxieties about the baby’s and partners’ life 
 Distress over the woman’s pain  
 Fainting due to nervousness  
 Postnatal traumatic stress disorders  
BIRTH COMPANIONS THE WOMAN MAY CHOOSE FROM 
Benefits for a woman to have a birth companion   
 Emotional support 
 Alleviated physical discomfort  
 Promotion of respectful care during childbirth 
 
Benefits of fathers’ attendance 
 Bonding with the baby  
 Sustaining the family 
communion 
 Responsible parenthood 
 Protectors and providers 
 




The review work partially provided important evidence about the acceptability of male 
partners’ attendance at labour and birth from women’s, men’s, and health providers’ 
accounts. Apart from the lack of social and clinical policies about male partners’ 
presence at childbirth and privacy issue in a few health facilities, other factors that may 
underpin the feasibility of  allowing the woman’s male partner attend childbirth if a 
woman prefers for that were scantly investigated. This can possibly be explained by 
the fact male partners’ attendance at childbirth in most papers was treated with other 
outcomes of male involvement in maternal health. The review established that some 
women wanted their male partners to be with them at labour and/or birth but their wish 
was not granted because most hospitals did not allow men to enter labour and birth 
places. In addition, some men expressed that it was important for them to attend 
childbirth. As long as there are institutional barriers impeding a woman’s male 
partner’s presence at labour and/or birth when it is her choice,  women’s right to quality 
care can be compromised thereby affecting her childbirth experience. It was important 
to address the gap in the evidence about factors influencing the implementation of 
male partners’ attendance at childbirth in Rwandan health facilities. This could identify 
areas of improvement in the current practice to enhance the care given to women and 
their families throughout childbirth . As a result, the primary research proceeded to 
address this gap. 
Two research questions  were formulated: 
1. To what extent do Rwandan health facilities encourage male partners’ 
attendance at childbirth when it is the woman’s choice?  
2. What are the moderators to male partners’ attendance at labour and/or birth in 
Rwandan health facilities when it is the woman’s choice? 
To answer these questions, two questionnaires were developed. To the best of the 
researcher’s knowledge, the two questionnaires are the first data collection tools 
developed for the specific purpose of exploring current practice and factors affecting 
the implementation of women’s choice to have their male partners’ attendance at 
labour and/or birth within health facilities in LMICs. There was a need to explore male 




were in a position to report on facilities’ current practices of facilitating a woman’s male 
partner to attend childbirth and organisational norms underpinning this practice. 
Moreover, the role of maternity staff in the implementation of facilitating a woman’s 
male partner to attend childbirth should not be downplayed. Therefore, maternity staff, 
as potential individual implementors can voice their views regarding the acceptability 
and feasibility of male partners’ attendance at childbirth if it is the women’s choices. 
The finalised MPAC-QHMUs and MPAC-QMS included items which scored over 80% 
content relevance according to the experts’ rating in the modified Delphi panel study.   
The two questionnaires addressed most of the constructs of Aarons’ conceptual model 
of the exploratory phase of the implementation cycle (Aarons et al., 2011), and also 
reflected the research questions that guided their development. 
With respect to question one, most of HMUs from participating facilities in Kigali 
reported that they allowed women to have one companion during labour and/or birth. 
The majority of facilities permitted the woman’s male partner to stay with her 
throughout childbirth. However, some facilities set conditions for allowing men to 
attend such as only when the birth was expected to be normal, or only if there was the 
possibility of complications during childbirth, or only if the woman was to be transferred 
to another facility.  This pilot survey found that five out of 14 facilities and half of 
maternity staff obliged men to attend childbirth regardless of  their female partners’ 
wishes, which contravenes women’s rights to have a birth companion of their choice. 
There was a difference between public and private facilities on maternity staff practices 
of encouraging male partners’ attendance at childbirth. Compared to public facilities, 
practices of maternity staff from private facilities regarding the facilitation of a woman’s 
male partner’s presence at childbirth, supporting men to offer emotional and practical 
support to their female partners during labour, and communication and coping 
mechanisms appeared to accommodate male partners’ presence at childbirth.  
Regarding research question two, the lack protocols, checklists, and/or guidelines 
about birth companionship, and limited staff training were identified as major barriers 
to male partners’ attendance at childbirth in Kigali health facilities. As for the 




partners’ attendance at childbirth and generally reported positive views about male 
partners’ attendance at childbirth. Maternity staff reported positive views on most of 
items about the acceptability and feasibility of allowing male partners’ attendance at 
childbirth.  
The primary research involved the developing and piloting questionnaires in selected 
health facilities in Kigali. It can be concluded that the aim of this thesis to collect data 
about the current practice and moderators of male partners’ attendance at childbirth 
in Rwandan health facilities was partly achieved. Data from this pilot survey is 
preliminary and cannot reflect the national situation as far as health facilities’ 
implementation of male partners’ attendance at childbirth.  
7.2. Discussion of the primary research 
This section comprises two sub-sections: 7.2.1 discusses the Phase One study which 
was questionnaire development, and 7.2.2 discusses the Phase Two study which was 
a pilot survey in selected health facilities in Rwanda. 
7.2.1. Phase One study – questionnaire development 
This thesis focussed on the organisational factors affecting the implementation of male 
partners attendance at childbirth when it is the woman’s choice. It is widely 
acknowledged in the literature (Coles et al., 2020, Fulop and Robert, 2013, Phung et 
al., 2016) that introducing evidence-based practice change can be challenging and 
that a detailed understanding of the context within which a change is to be introduced 
is critical (Backhouse and Ogunlayi, 2020). Aaron’s model was used to help ensure 
the key contextual factors were encompassed within the two questionnaires.  The role 
of Aarons’ model (Aarons et al., 2011) in designing the MPAC-QHMUs and the MPAC-
QMS and the validity of these two questionnaires are discussed. 
ii) Validity of the MPAC-QHMUs and the MPAC-QMS 
The face and content validity of the MPAC-QHMUs and the MPC-QMS was achieved 




two questionnaires were judged relevant by experts to explore current practice, service 
level factors, and maternity staff perceptions and attitudes about the acceptability of 
male partners’ attendance at childbirth. This consensus method was chosen as a 
rigorous and  efficient approach to develop and validate questionnaires (Jorm, 2015). 
The modified Delphi approach made it possible to link existing knowledge and insights 
about male partners’ attendance at childbirth from different healthcare professions in 
order to assess the content of the MAPC-QHMUs and the MPAC-QMS.  
The modified Delphi study was justified as an appropriate method to assess the validity 
of the questionnaires.  Alternative approaches, such as the Nominal Group Technique 
(NGT) could have been used (James and Warren-Forward, 2015). In the NGT, the 
panel discussing the tool comprises between six and nine people and the consensus 
is the aggregation of the members’ views (James and Warren-Forward, 2015). 
Although the NGT is conducted in several iterative stages and gives an equal 
opportunity for each group member to provide suggestions, the NGT can have 
practical and cost implications, which made it not suitable for this study (James and 
Warren-Forward, 2015). Unlike the Delphi consensus approach, the NGT does not 
offer anonymity for participants (James and Warren-Forward, 2015).  In contrast to the 
NGT, which relies only on the views of the panel members, the Delphi approach is 
robust in that it combines elements of quantitative measurements with qualitative 
approaches to assess the content and face validity of questionnaires (Fink-Hafner et 
al., 2019). As in some studies that applied the Delphi approach to validate the data 
collection tools (Tojib and Sugianto, 2006, Fernández-Domínguez et al., 2017, 
Sampaio et al., 2017, do Rosário et al., 2016), items were either retained or rejected 
based on the consensus cut-off they garnered from the expert panel using the content 
validity index and, on the suggestions gathered about the wording and the relevance 
of the items.  
Items of the MPAC-QHMUs and the MPAC-QMS had to reflect the research questions 
(3.1) and the context of maternity care provision in Rwanda. It was therefore important 
to find out if all aspects of the research questions were covered and to further detect 




(Taherdoost, 2016). Improving question comprehension can potentially minimise low 
response rates to items and further reduce the risk of getting biased responses. 
Through this modified Delphi survey, the content validity of the MPAC-QHMUs and 
the MPAC-QMS was improved as new items for the aspects that were not covered in 
the first versions were proposed (Taherdoost, 2016). Similar to other studies that 
applied Delphi consensus approach to construct questionnaires (Delgado et al., 2019, 
Gagnon et al., 2014), and other tools (Sauvegrain et al., 2019), the Delphi survey 
contributed to the reduction of the length of each questionnaire across all three rounds. 
It was important to produce a final version of each questionnaire which covered all 
essential components of the research questions while also minimising the response 
burden among the target participants (Rolstad et al., 2011). Use of experts to 
systematically review the content of the two questionnaires led to substantially 
improved wording of the items, reduction in duplicate items, and elimination of 
irrelevant items (Polit and Tatano Beek, 2017).  
Through the feedback which was intended to improve the items, some data about the 
current situation regarding the implementation of male partners’ attendance at 
childbirth in Rwanda was obtained. For instance, one panel member, provided 
information that some health centres allowed a male partner to be present at birth, but 
not during labour, because there was more privacy in birth rooms compared to labour 
wards, which accommodated multiple women in labour. The aspect of women’s 
choices was also emphasised in the feedback received from the panel. For example, 
some women might have different preferences for when their male partner could be 
present at childbirth. Based on these comments, some items were divided into two; an 
item about labour and another about birth. It was important to have items about 
attendance at labour and others about birth because some facilities might have 
different policies for labour and birth regardless of the women’s preferences and 
consent. 
The use of the word ‘birth’ raised debate as some panel members suggested the use 
of the word ‘delivery’. It is probable that different wording suggestions were influenced 




midwifery background, and others from an obstetric background and these two 
disciplines can differ in the way they treat the concept of childbirth and the vocabulary 
used to describe and discuss concepts around it (Hunter, 2006, Lichtman, 2013). The 
final decision was to use the term ‘birth’ because it empowers the woman and 
embodies childbearing as a natural occurring event and the woman as the agent of 
action of giving birth (Lichtman, 2013, Hunter, 2006, Zeidenstein, 1998).   
iii) Summary of Phase One – Questionnaire development study 
The use of the literature largely contributed to the development of the two 
questionnaires. In addition, some items were drafted based on the suggestions from 
the Delphi study and was augmented by factors from the Aarons’ model.   
7.2.2. Phase Two study – pilot study 
The discussion of the pilot study covers two topics: 1) the acceptability and feasibility 
of administering the two questionnaires in Rwandan health facilities, and 2) preliminary 
results answering the research questions set for this pilot study.  
1) Acceptability and feasibility of the two questionnaires 
The high response rate to the questionnaire demonstrated it was feasible and 
acceptable despite the length of the questionnaires, the seemingly busy environment 
maternity staff worked in, and nature and demands of participants’ job. The high 
response rate recorded can be tracked to the salience of the topic under study 
according to the spontaneous feedback collected from some participants. Initially, the 
researcher thought that discussing male partners’ presence at labour and/birth might 
be a sensitive topic in the context of Rwandan culture. However, participants were 
curious to read and answer all items in the questionnaires.  
From a methodological point of view, this pilot study over-recruited participants. Given 
that surveys involving health professionals often yield response rates below 60% 
(Cooper and Brown, 2017, Cook et al., 2009, Hill et al., 2006, Wagner and Heinrich-




study was a pilot. There was an appropriate spread of facilities in terms of 
public/private and also a range of sizes of facility (Table 5.2.1). Data collection was 
collected from over 200 maternity staff with a range of childbirth care roles, double that 
of the planned sample in the protocol. 
Nevertheless, recruitment was challenging in that it involved multiple sites with 
different organisational cultures and policies (Fairbanks et al., 2014).  Other factors 
that affected the recruitment process included gatekeeping at some facilities (Polit and 
Tatano Beek, 2017), compliance with administrative formalities and bureaucracy, 
culture, and internal institutional review boards (Vuban and Eta, 2019). Despite the 
success registered in recruiting a sufficient sample for the study, the recruitment 
approaches used incurred costs associated with transport and follow-up with proposed 
sites. Hence, while planning for a large-scale survey, there will be a need to revisit the 
recruitment strategies used and explore alternative recruitment approaches that can 
help to reduce the high cost that can be incurred. Senior political support, such as from 
the Ministry of Health might improve co-operation and speed up permission from the 
facilities. 
2) Discussion of the preliminary results 
Preliminary results are discussed in the context of the wider literature and is framed in 
terms of the contextual factors identified in the exploratory phase of the  Aarons’ model 
(Aarons et al., 2011). The discussion is organised using the research questions for 
this thesis. The first subheading relates to question one which concerned the extent 
to which health facilities encouraged male partners’ attendance at childbirth, and the 
next two subheadings relate to question two that focused on the factors influencing 
male partners’ attendance in Rwandan health facilities.  
i) Current practice 
This pilot survey found that the majority of HMUs from participating facilities in three 
health catchments in Kigali permit women to have only one companion of their choice 




woman’s consent before allowing her chosen companion to be with her during labour 
and/or birth (6.2.3). The fact that not all facilities require this is a denial of a woman’s 
childbirth rights (Darilek, 2018, Vogel et al., 2016). A high number of both public and 
private health facilities said they permitted male partners to attend labour and/or birth. 
Compared to few other countries whereby research had been conducted to explore 
birth companionship as a recent development, the findings of this pilot study are better. 
For instance, a study from Saudi Arabia that involved HMUs (two head midwives, six 
head nurses, and  one head obstetrician) from nine public health facilities reported 
that five of them did not allow a woman to be accompanied by anyone during normal 
childbirth, and three facilities allowed a companion chosen by the woman or jointly 
with health providers (Altaweli et al., 2014). However, this study from Saudi Arabia did 
not report who was allowed to be with the women in the three facilities. A similar study 
from Jordan reported that out of 30 surveyed facilities, 17 never allowed women to 
have a companion during labour, 11 only allowed the woman’s husband, and two 
allowed the husband to attend only in exceptional cases (Sweidan et al., 2008). This 
study further reported that 23 facilities did not allow a birth companion under any 
circumstances during birth, and seven only allowed the woman’s husband to attend, 
five of which posed restrictions on granting such permission (Sweidan et al., 2008). 
Unlike the study from Saudi Arabia (Altaweli et al., 2014), it was not clear who made 
the choice for husbands to attend between women themselves, health providers, or 
husbands. In these two studies, it was not known whether such restrictions conformed 
to women’s preferences. The differences noted in these two studies compared to the 
current pilot study can be tracked to cultural differences between Rwanda and these 
two Arab countries (Saudi Arabia and Jordan). 
In the pilot study reported as part of thesis, all HMUs reported that, when men were 
allowed to attend childbirth, they were given information about labour support and 
about what to expect during their stay with the women (6.2.3). This finding is contrary 
to that of two qualitative studies which suggested that men’s presence in Rwandan 
public health facilities was barred (Mukamurigo et al., 2017, Påfs et al., 2016). This 
difference might be explained by the fact that male partners’ attendance at childbirth 




(Mukamurigo et al., 2017), and men’s reports about their experiences of encountering 
maternity services in three public health facilities in Kigali (Påfs et al., 2016).  The 
current pilot study relies on self-reports from participants and reported facilities’ 
practice of facilitating a woman’s male partner to attend childbirth may be different to 
what maternity staff say they do.  Therefore, facilities’ current practice needs further 
investigation using different methods of data collection and population. 
In this pilot study, 90% of maternity staff said that it was acceptable to allow male 
partners’ presence at labour and/or birth if it is the woman’s choice (Table 6.33). 
However, this did not match their reported practices because approximately half of 
them said they had not put this into practice (Table 6.8). No studies were found from 
the literature review that asked maternity staff this question. As the questionnaire used 
closed-ended items, the current pilot study did not ask maternity staff to report possible 
constraints that impeded them from facilitating the woman’s male partner to attend 
labour and/or birth. A further study using qualitative methods with more focus on 
understanding the moderators of male partners’ attendance involving maternity staff 
is therefore suggested. 
This pilot study found that five health facilities, four private and one a public hospital, 
HMUs said they obliged men who presented at the health facilities with their female 
partners to attend childbirth (6.2.3). Furthermore, over half of maternity staff said they 
insisted on male partners’ staying with the woman during childbirth irrespective of the 
woman’s choices (6.2.3), and a third of maternity staff regarded this practice 
acceptable (6.2.9). There was a statistically significant difference between public and 
private facility regarding maternity staff reports on the acceptability of obliging men 
who accompany their female partners to stay with them during childbirth (Table 6.34). 
This pilot study found that only 35.4 % of staff from public facilities compared to  23.7% 
thought it was acceptable to oblige male partners to stay with the woman throughout 
childbirth once they arrive at the place of delivery. This contravenes the World Health 
Organisation’s position on the woman’s right of a companion of her choice and the 
potential to adversely affect the woman’s overall birth experience if the male partner 




dealing with facilities’ encouragement of male partners’ attendance at labour and/or 
birth from the perspectives of health providers against which  to compare and contrast 
these findings. From the Rwandan context, there are several factors that may explain 
this result as obtained in subsequent questions maternity staff were asked. One of 
them could be that some maternity staff tended to drag some men into witnessing 
childbirth already knowing that they feared watching women giving birth. Surprisingly, 
although high proportions of agreement were recorded by professional groups in the 
maternity units, midwives were found to endorse the view that male partners should 
attend childbirth to witness what happens during childbirth than non-midwives.  
Interpreting this finding from factors related to values held by individual staff as shown 
in the Aarons’ model (Aarons et al., 2011), maternity staff beliefs about the birth of the 
baby and paternal role during the period of birth may influence maternity staff 
practices. Another possible explanation for maternity staff requesting men to attend 
childbirth regardless of the women’s wishes is  that maternity staff reported that they 
felt protected against allegations  of negligence if male partners are present at 
childbirth (6.2.8). One anecdotal explanation for this reported in a Rwandan 
newspaper can be related to the fear of being suspended by the Rwanda National 
Council of Nurses and Midwives if reported for negligence (Donah, 2015).  However, 
this study did not inquire into the reasons that led facilities and maternity staff to oblige 
any man who accompanied his female partner to the birthplace to attend labour and 
birth. Further research using qualitative methods is needed to investigate why facilities 
enforce men to attend childbirth from local contexts and to explore in more depth staff’s 
views and experiences to understand why they found this practice acceptable.  
In this pilot study, 45% of maternity staff reported that they involved both parents in 
any decision regarding the care provided to the woman at all stages of childbirth ( 
6.2.5). There was a notable paucity of similar studies from elsewhere that dealt with 
health providers’ involvement of women and their male partners in decision-making 
process during childbirth to compare and contrast with this pilot study. This pilot study 
did not ask maternity staff whether they communicated all information. It was also not 





Further analysis showed that staff from both public and private facilities inconsistently 
encouraged and supported male partners’ attendance at childbirth. However, the 
results revealed statistically significant differences between maternity staff reported 
practices of encouraging male partners’ attendance at childbirth between public and 
private health facilities (Tables 6.9, 6.12, and 6.15).  Compared to staff from public 
facilities, staff from private facilities were more likely to report practices respecting the 
women’s choices regarding their male partners’ presence at birth (Table 6.9), 
encouraging and teaching men who attended childbirth to provide emotional and 
practical support to women during labour (Table 6.12), and practising communication 
and coping mechanisms adapted to male partners’ presence at childbirth  such as 
seeking the woman’s consent before informing her male partner about the care given 
to her , and involving both parents in decision making process throughout childbirth 
(Table 6.15). These differences between public and private staff practices can be 
attributable to the higher number of births managed by public facilities (see Table 6.5), 
the differing organisational cultures of public and private facilities, and values upheld 
for customer satisfaction. Most private facilities where the study took place recorded  
fewer number of births than public health facilities. In addition, since private facilities 
rely on out-of-pocket money to run, staff there may be adapting to the families’ 
requests of male partners’ presence at childbirth in order to attract more customers. 
However, the current study used self-report methods of data collection. Therefore, to 
minimise any occurrence of social desirability bias that may have occurred, further 
research applying observational methods of data collection is needed to identify the 
level of maternity staff practice of facilitating male partners’ presence at childbirth and 
factors that may affect staff’s practices between public and private facilities. 
Compared to other practices of encouraging and supporting male partners’ attendance 
at childbirth, where there were no significant differences between professional groups 
(See Tables 6.10, 6.13, and 6.16),  there was only a statistically significant difference 
between these two groups as far as the practice teaching men to massage their female 
partners. From the implementation perspective, based on this finding, any efforts to 
increase  maternity staff engagement in facilitating male partners’ attendance at 




ii) Facilitators of male partners’ attendance 
Organisational and individual adopters’ characteristics such as health providers’ 
perceptions, beliefs, and attitudes about a practice as well as their knowledge and 
skills can be factors affecting the implementation of practice change (Aarons et al., 
2011). In this pilot study, many participants reported that they perceived male partners’ 
attendance at childbirth as an acceptable practice (6.2.8). This could be linked to a 
high percentage (>70%) of maternity staff who acknowledged the positive effects for 
the woman to have her male partner present at childbirth; mainly the provision of 
emotional and practical support during labour, bonding with the baby, and sharing the 
birth experience (Table 6.14).  These reports from maternity staff align with evidence 
from studies that investigated the benefits of the woman’s male partner’s presence at 
childbirth (Dellmann, 2004, Kainz et al., 2010). 
The study found  that there was a significant difference between public and private 
facilities on the views that male partner's presence could reduce the woman’s stress 
during childbirth. Moreover, a similar difference was recorded on the view that a 
woman’s male partner’s presence could provide verbal reassurance to women during 
labour. On the view male partners’ presence can appease the woman’s stress, a 
considerable proportion of staff from private facilities remained neutral. The level of 
agreement was high among staff from private facilities on the view that men could 
reassure their female partners verbally to endure labour. Since the current study had 
no open space for participants to elaborate on their answer, further research using 
qualitative approaches is needed to understand some of the contextual and individual 
factors that may explain this difference from staff experiences of their encounters with 
women who gave births in their respective facilities. Moreover, comparative results 
between midwives and other professionals in maternity units reported a higher level 
of agreement among midwives regarding the view that a woman’s male partner’s 
presence at childbirth could make her less stressed compared to other health care 
professionals. Given that such statistical difference was not observed from other 




midwives and other professionals, it could not be concluded that  this difference was 
a result of professionals’ scope of practice and roles. 
In addition, this pilot study indicates that a high percentage of maternity staff tended 
to agree with all items about the feasibility of respecting the woman’s wish to have her 
male partner present at childbirth and showing them how to support their female 
partners during labour (6.2.9). These positive attitudes towards the acceptability and 
feasibility of male partners’ attendance at childbirth are promising for any potential 
intervention to enhance facilities enabling women to be with her male partner if it is 
her preferred choice. However, this may raise questions about the practicality of this 
given that maternity staff said they lacked training about engaging men to support their 
female partners during labour as discussed in the next heading.  
Other facilitators reflected the climate, receptive context, and individual adopters’ 
values constructs of inner context of the exploration phase of Aarons’ model (Aarons 
et al., 2011). Climate entails broader organisational practices, culture, policies, and 
staff perceptions which can promote and/or hinder the translation of evidence-based 
practice into routine care practices (Aarons et al., 2011, Weiner et al., 2011). 
Receptive context entails the organisational capacity to promote the use of evidence-
based practice which can be assessed through leadership, structural and physical 
configuration of maternity unit in the case of this study,  supportive culture, resources 
availability, and the availability of key people who can lead  practice change (Robert 
and Fulop, 2014). Heads of Maternity Units reported that they were not worried about 
the infection risk of male partners attending childbirth (Table 6.20).  Although  it was 
not directly referring to a woman’s male partner’s presence at childbirth, this finding is 
in contrast to the findings from a review of factors affecting the implementation of birth 
companionship which found that health providers from China, Zambia, and some 
Middle East countries were worried about cross infections in the labour and birth 
rooms resulting from the presence of birth companions (Kabakian-Khasholian and 
Portela, 2017). In most facilities, HMUs reported that the physical environment of 
labour and birth rooms offered privacy which could enable male partners attend (6.20).  




amenities including beds for men who might wish to stay overnight with their female 
partners (Table 6.20). The pilot study did not ask where in the maternity wards those 
beds were located or the number of beds reserved for men in each facility. From the 
implementation point of view, the findings from this pilot study suggest that it may be 
feasible for most maternity units in participating health facilities to facilitate a woman’s 
male partner to attend childbirth.  
 Lastly, three quarters of participating maternity staff reported that male partners’ 
attendance at childbirth could positively impact on couples’ subsequent pregnancy 
planning. This finding echoes the reports from health providers and women in studies 
included in the reviews presented in chapter two conducted in Malawi, Uganda, and 
Nigeria (Banda et al., 2010, Lwanga et al., 2017, Adeniran et al., 2015).  
iii) Barriers to male partners’ attendance 
This study found that the major barriers that affected most health facilities’ 
encouragement of male partners’ attendance were related to the outer context of 
Aarons model (Aarons et al., 2011). A new finding was that HMUs reported that their 
health facilities had no educational resources for maternity staff to facilitate a woman’s 
male partner attend childbirth if it was her choice (6.2.3 & Table 6.20 respectively). 
Another related new finding reported by the HMUs was there was limited collaboration 
with other organisations to train maternity staff about male partners’ attendance at 
childbirth (6.2.3). These findings have not been reported in other studies.  
In this pilot study, twelve HMUs reported that their facilities lacked documents such as 
policies, checklists, and/or protocols about birth companionship in general (6.2.3). This 
finding corroborates the findings of a systematic review about factors affecting the 
implementation of birth companionship globally (Kabakian-Khasholian and Portela, 
2017). This pilot study also found that some facilities did not encourage male partners' 
attendance at childbirth because four HMUs reported that birth companionship was a 
female role (Table 6.20). This finding is consistent with studies from Nigeria, Malawi, 




some women and health professionals viewed men’s presence at childbirth as not 
culturally appropriate. 
Three HMUs reported that the structural configuration of the labour and birth rooms 
did not offer sufficient privacy (6.2.7). Similarly a lack of privacy had been reported as 
a common issue in some low resource settings as it demeans the women’s dignity and 
can deny her the right of a companion of her choice (Chimwaza et al., 2015, Afulani 
et al., 2018).   
Other factors that could negatively affect facilities’ encouragement of male partners’ 
attendance were related to individual staff values of  inner context factors in Aarons’ 
model (Aarons et al., 2011). This pilot study found that half of maternity staff thought 
that the male partner's presence could be detrimental to the wellbeing of the labouring 
woman. This finding is consistent with that of a qualitative study conducted in one 
district hospital in Trinidad and Tobago in which health providers' perceived that poor 
coping of some men might seriously affect women’s labour progress (Ocho et al., 
2018). This pilot study found that half of maternity staff believed that that male partners 
might faint during the birth of the baby. This finding is important in that some staff may 
discourage women from choosing their male partners as companions based on this 
belief as had been reported in studies from Trinidad and Tobago and Nigeria (Ocho et 
al., 2018, Adeniran et al., 2019). This pilot study found that there was a significant 
difference between public and private facilities regarding the discomfort caused by 
male partners’ presence at labour and/or birth (Table 6.28). A third of staff from private 
facilities thought that maternity staff might feel uncomfortable when watched by male 
partners while offering care to the women during childbirth. This feeling of unease due 
to fear of being watched can be a hindrance to some staff from facilitating the woman’s 
preference for her male partner’s presence at labour and/or birth; which may affect her 




7.3. Strengths and limitations   
This section presents the strengths and limitations of the primary research. It is 
structured into two major sub-sections: one focusing on Phase One study and the 
other on Phase Two study. 
7.3.1. Phase One – questionnaire development 
i) Strengths  
One of the key strengths of Phase One was the development of the MPAC-QHMUs 
and the MPAC-QMS; which can be used to investigate the individual, organisational, 
clinical, political, and sociocultural factors underlying facilities’ implementation of 
women’s choice to have their male partners present at labour and/or birth. The items 
of the two questionnaires aimed to cover attitudes of maternity staff regarding the 
acceptability and feasibility of male partners’ attendance at labour and/or birth and how 
this may shape practice in health facilities. Items for the two questionnaires were 
robustly generated from the literature and the thorough iterative face and content 
validation process. To the researcher’s knowledge, the two questionnaires are the first 
that have been developed to examine current practice and moderators of male 
partners’ attendance at childbirth in health facilities.  
According to Kleynen et al. (2014), the quality of the findings from a Delphi study can 
be judged on heterogeneity and representativeness of the expert panel. The panel 
members who participated in the validation of the MPAC-QHMUs and the MPAC-QMS 
were selected from different organisations and had a wealth of professional and 
academic experience in maternal health, midwifery, obstetrics, nursing, and 
fatherhood related issues. This process helped ensure that the items included in the 
questionnaires were comprehensive and reflective of the professional experiences of 
maternity staff and further significantly enhanced the content the two questionnaires 
(Baker et al., 2006, Kleynen et al., 2014). Most of the issues that could affect 
comprehension and clarity of the final version of the two questionnaires were 




in addition to assessing the relevance of the items for the two questionnaires, 
generated constructive suggestions which were used to refine the structure and 
wording of items. Redundant questions and/or statements, and ambiguities in some 
cases that could lead to misinterpretation or non-response of some items were 
detected and corrected  (Aday and Cornelius, 2006, Colton and Covert, 2007, Rattray 
and Jones, 2007). Other structural issues that could affect critically the ease of 
completion of the two questionnaires in the target population addressed by the panel 
were multi-component items, double negatives, leading questions, value laden items, 
and technical words (Rattray and Jones, 2007, Aday and Cornelius, 2006, Streiner et 
al., 2015, Elaine, 1994, Colton and Covert, 2007). A rigorous, systematic, and 
comprehensive research process to develop questionnaires allowed the researcher to 
explore current practice and attitudes to male partners’ attendance at childbirth from 
organisational and individual health providers; something that has not been done 
before.  
ii) Limitations 
The selection of the expert panel may bring potential for bias in that the individuals 
selected can bring with them job positions known to the researcher  which can exert 
influence on the results of the consensus process (Avella, 2016). In the case of this 
research, five of the panel members who were from Rwanda were known to the 
researcher through casual acquaintance. This possible selection bias might affect the 
accuracy of the consensus process thereby requiring further work to refine the 
questionnaires (Winkler and Moser, 2016). However, the inclusion of other panel 
members not known to the researcher mitigated this risk but could not eliminate it 
completely.   
The use of the expert panel to assess the relevance and clarity of the two 
questionnaires, despite having been done rigorously and free from any group 
pressure, the modified version of Delphi methodology cannot guarantee that all flaws 
in the wording of the items were addressed. In addition, it cannot be ascertained that 




Some feedback received from the panel was unclear and it was not possible to seek 
further clarifications. This is different from other consensus methods such as nominal 
group technique which involve face-to-face interactions at some point to enable further 
checks of the unclear questions and/or statements (Manera et al., 2019, Harvey and 
Holmes, 2012, Allen et al., 2004).  
7.3.2. Phase Two-Pilot study 
i) Strengths  
The high response rate recorded in both HMUs and maternity staff suggests that these 
two groups found the MPAC-QHMUs and the MPAC-QMS acceptable and feasible. 
They could be used as pre-established questionnaires to be administered as part of 
exploring current practice, facility readiness, moderators of male partners’ attendance, 
maternity staff perceptions, and attitudes towards facilitating a woman’s male partner’s 
presence at labour and/birth if the woman wishes for that. 
This pilot survey is the first study to have focused solely on current practice and factors 
affecting the facilitation of women’s choice to have their male partners present at 
childbirth in health facilities of LMICs and Rwanda in particular. The study further 
attempted to explore the difference between public and private facilities practices 
regarding male partners’ attendance at childbirth and further compared maternity staff 
perceptions, attitudes regarding the feasibility and acceptability of male partners’ 
attendance at childbirth across professional groups; these analyses were not 
undertaken previous studies about fathers’ attendance at childbirth. 
ii) Limitations 
Nevertheless, a number of the methodological trade-offs need to be acknowledged. 
Some details about the feasibility of completing the two questionnaires were not 
gathered. It was not possible to determine the time participants took to complete the 
questionnaire as well as other possible factors that may affect participants’ completion 
of the questionnaire (such as educational attainment , age, and years of experience). 




feedback about the two questionnaires. Another limitation to note is that the two 
questionnaires had no open space for participants to provide comments about the 
ease of answering them in terms of wording and readability of the instructions. 
Practically, the questionnaires were long and adding such space could add a response 
burden to the staff who were busy.  
The questionnaires were developed and piloted in English and most staff were able to 
answer them. However, if the two questionnaires are to be used in remote areas of 
Rwanda where staff may not be as proficient in English as staff in urban areas, 
translations may be needed to maximise participants’ comprehension of the two 
questionnaires.  
This pilot study was designed to be administered as both an electronic survey and a 
paper-based self-report questionnaire (Horevoorts et al., 2015). Dillman et al. (2014) 
have outlined advantages of using mixed modes of survey administration including 
improved data collection timeliness, reducing coverage error, and improved response 
rate. However, it can be time consuming to compile the dataset from electronic and 
paper-based surveys (Dillman et al., 2014, Horevoorts et al., 2015, Ebert et al., 2018). 
Another limitation of using paper-based and electronic surveys together can lead to 
measurement errors resulting from different sources such as poor questionnaire 
design, inadequate training of the team conducting the survey, and insufficient quality 
control during data collection and processing (Dillman et al., 2014, Biemer, 2009). The 
MPAC-QMHUs and the MPAC-QMS were newly-designed and there was a need to 
determine which method of administration between paper-based and electronic 
versions of both questionnaires would be most effective in reaching participants and 
in increasing the participation rate (Ebert et al., 2018). However, no participants opted 
to answer the online survey even though most had access to smartphones and 
laptops. This might be because at the time of the study, health professionals 
throughout Rwanda were prohibited from using their personal electronic devices at 
their workplace. Participants were informed that they could answer the electronic 
version of the questionnaire while at home. Still, participants preferred to complete the 




collecting data from participating health facilities in the pilot study. Another possible 
reason might be staff priorities in using internet. Although there are no previous  
studies about internet use among Rwandan health facilities, from personal experience, 
most of the professionals may prefer to use their internet in interacting with their peers, 
family, and friends on social media. Hence, no participant could risk using their internet 
capacity for research purposes. Lastly, it was possible that participants did not choose 
this option as they could not get time to complete the electronic version of the 
questionnaire due to their workload.  
A variety of strategies were used to recruit sufficient sample for both the MPAC-
QHMUs and the MPAC-QMS, partly through personally visiting healthcare facilities, 
and partly through increasing the number of people approached. These strategies 
were the most effective in the context of time the researcher had to complete data 
collection activities. However, if a major study is to be carried out, these strategies will 
need to be revisited to reduce on their resource intensiveness. 
Additional statistical tests involving the chi-square tests were undertaken to examine 
if there were differences between facility and professional groups regarding practices, 
perceptions, and attitudes about the acceptability and feasibility of male partners’ 
attendance at childbirth. Although some differences were observed across facility 
groups, it would be worth noting that small sample size may have affected the ability 
to detect present statistically significant differences across professional groups.   
7.3.3. Strengths and limitation of the conceptual model that informed this thesis  
The Aarons’ model was applied after the review work and Delphi consensus study and 
this is acknowledged as a limitation for the theory application in this thesis. It could 
have been better to frame the whole research process on the chosen conceptual 
model to guide the methodological choice for this thesis. If the conceptual model was 
introduced at the beginning, due to the exploratory nature of the topic of male partners’ 
attendance at childbirth, mixed methods of data collection might have been used to 




Despite the above limitation, the exploration phase of Aarons’ model was appropriate 
to inform this thesis (Aarons et al., 2011).  It was crucial to advance this research 
further in terms of developing interventions or strategies to help make male partners’ 
attendance at childbirth when it is the woman’s choice routine practice in Rwandan 
health facilities. Thus, understanding the potential external and internal contextual 
moderators to the implementation of this was important in changing current practice.  
Despite this model’s relevance to the research questions, there were constructs of the 
outer context which did not fit the topic of male partners’ attendance at childbirth in the 
newly-designed questionnaires. As said at the start of this section, Aarons’ model was 
used post-hoc and this slightly affected the development of the two questionnaires. 
There were contextual factors mostly from the outer context of the exploration phase 
such as monitoring review and funding that were not used.  Had it been used from the 
outset; the set of items included in the questionnaires might have been different. 
Therefore, before applying the questionnaire on a larger-scale survey, it would be 
important to explore whether contextual factors not covered in the current 
questionnaires may fit in the exploration phase from the context of health facilities’ 
implementation of male partners’ attendance at childbirth when it is her choice.  
In Phase Two, the Aarons’ model informed the discussion of the findings.  Unlike this 
pilot study, other studies that have applied the exploratory phase of Aarons’ model 
collected data through stakeholder meetings and workshops (Donenberg et al., 2019), 
focus group discussions (Greeson et al., 2015), , and needs assessment for 
intervention fit (Becan et al., 2018) within the continuum of intervention 
implementation. The current pilot study only used the exploration phase to understand 
the current situation and the factors affecting practice and particularly the moderators 
of adopting the practice of male partner attendance at childbirth when it is the woman’s 
choice. Inner and outer contextual factors affecting health facilities encouragement of 
male partners’ attendance in health facilities were identified. Questionnaire surveys 
can be resource-efficient data collection tools in the exploration phase of the Aarons’ 
model to pinpoint factors affecting the implementation. However,  questionnaires could 




of identified factors affecting practice; especially in cases of emerging practices that 
have not been widely researched  (Palinkas et al., 2011, Aarons et al., 2012).   
7.4. General conclusion 
This section focuses on the contributions of this thesis and implications for policy, 
practice, and research.  
7.4.1. Contributions of the thesis 
This thesis contributes to the identification of some facilitators and constraints, that 
may influence  the implementation of male partners’ attendance in Rwanda and 
elsewhere in LMICs not previously mentioned in the research literature about women’s 
choice to have their as birth companions . Through the reports of HMUs and maternity 
staff, the thesis has identified that current practice within Rwandan health facilities 
does not consistently facilitate the woman’s choice of birth partner and in some cases, 
decisions may be made without the woman’s consent.  
Another important contribution of this thesis is the two newly-developed questionnaires 
(the MPAC-QHMUs and the MPAC-QMS). Researchers interested in implementation 
of birth companionship can adapt them to different settings in LMICs to investigate 
health facilities’ current practice, service level factors, and views of health providers 
about male partners’ attendance at childbirth. The two questionnaires can be used to 
map out areas of practice improvement in how health facilities approach the women’s 
right of having a companion of her choice including her male partner. The two 
questionnaires can also be used to identify both organisational and individual staff 
attitudes that can drive the success and/or the failure of integrating the women’s 
choices of a birth companion within any health facilities’ outer and inner contexts 
(Aarons et al., 2011b). More particularly, the MPAC-QHMUs may serve as an audit 
tool for any health institution that would seek to change policies to incorporate male 
partners’ attendance at childbirth in maternal and neonatal care. Researchers can use 
the MPAC-QHMUs to determine the prevalence of facilities’ practices regarding 




attendance at childbirth, and to identify factors that may facilitate or inhibit the 
implementation of male partners’ attendance at childbirth in health facilities. The 
MPAC-QMS can be used to assess maternity staff practices, perceptions, and views 
about the acceptability and feasibility of male partners’ attendance. This can inform a 
large-scale study that lead to the design of relevant interventions to improve their 
practices and/or design relevant interventions to change identified negative beliefs 
regarding the woman’s choice to have her male partner as her birth companion. 
The thesis further identified three areas in the current practice of facilitating women’s 
choice during childbirth in Rwanda and in LMICs that may need intervention after 
large-scale studies involving representative samples are conducted: 1) providing 
resources where maternity staff can access current evidence-based information about 
the care of women and their families during labour and/or birth, 2) educating women 
about birth companionship to increase their level of awareness regarding their rights 
to choose a companion of their choice including their male partners whenever 
conditions allow for that. 
7.4.2. Implication for policy, practice, and future research 
i)  Policy implications 
There is a need of a large scale survey to confirm the findings of this pilot study in 
order for decision-makers at the facility level and the Ministry of Health in Rwanda and 
elsewhere to develop a national policy or guidance about birth companionship that can 
be used uniformly in public and private facilities to promote women’s choices during 
childbirth.  
ii) Practice implications 
Care practices such as the provision of emotional and practical support offered to the 
woman during childbirth by a labour companion of her choice can optimise the quality 
of care and enhance the woman’s positive childbirth experience (WHO, 2018, WHO, 
2015). The review work found that many health facilities in LMICs still put restrictions 




on the findings of the systematic reviews, healthcare professionals across LMICs need 
to consider informing women who may wish for their male partners’ presence at 
childbirth why their choice might not be practical.  
The findings from the pilot survey revealed that some facilities and half of maternity 
staff from Kigali city obliged men to attend childbirth when they accompanied their 
female partners to the birthplace. Based on this finding, there is a need for the Rwanda 
Ministry of Health to mandate health facilities to always ask the woman who she 
prefers for a birth companion and seek her approval before admitting the person if 
conditions allow.  
iii) Direction for future research 
The research undertaken during this thesis left some unanswered questions. The 
current pilot study was conducted in Kigali. The characteristics of the facilities in Kigali 
might be different from those in other provinces, a large-scale survey incorporating 
facilities from both urban and rural areas in Rwanda should be conducted in order to 
obtain national estimates about the current status of birth companionship policies, 
practices and factors influencing facilities’ implementation of women’s choices of male 
partners as birth companions.  
The MPAC-QHMUs and the MPAC-QMS used in this pilot study were newly-
developed. There is a need for further validation of acceptability and feasibility of 
administering these questionnaires in different cultural contexts, countries other than 
Rwanda, and other languages than English.  
Based on the findings of the systematic reviews, further research using both qualitative 
and quantitative methods is required to examine the feasibility of facilitating women’s 
choice to have their male partners present at childbirth in different societies in urban 
and rural areas of LMICs from the perspectives of women and their male partners. 
There is also a need to explore the views of health facility managers and policy makers 




woman’s choice to have her male partner present at labour and/or birth in the context 
of LMICs.  
The questionnaires used in the pilot survey comprised closed-ended items. Therefore, 
further research using qualitative methods is suggested to help understand some of 
the outer and inner context factors affecting the current practice and readiness to 
implement male partners’ attendance at childbirth from the perspectives of heads of 
maternity units, facility managers, and maternity staff. This can help to explain 
responses given in the pilot study and identify further practice gaps that may need 
addressing through interventions. 
The pilot study focused only on heads of maternity units and maternity staff. Therefore, 
there is a need to conduct further research with women and their male partners in 
order to complement the findings.  
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talked about but 
the type of 
saturation reached 
by the authors is 




stayed for three 
months at the site 
where data was 
generated 
accompanying 
male partners and 
providing them 





granted by the nurses 
managers in charge of 
the healthcare facilities 
to collect data; 
 
Ethical approval 
obtained from the 












Can’t tell  
 
The analysis not 
described deeply 
and the way 
themes were 
derived from 
generated data is 
less detailed. 
However, there 
are sufficient data 
to support the 
findings and the 
researcher 
critically examined 









the triangulation of 
data collection 
methods (voice 










have discussed the 
contribution of the 
study to the existing 
literature and have 
indicated the 
implications their 
findings have on the 
policy; mainly, the 
study suggested that 
innovative ways to 
engage men who are 
keen to attend 
childbirth and stay 




within the study sites 
should train nurses 
on customer care 
and provide waiting 
rooms for men who 
accompany their 
wives and avail 
information about 






















Ethical approval was 









The study suggests 
that healthcare 
professionals should 










during childbirth.  
used. The 
recruitment 





selected were the 
most appropriate 
to provide access 
to the type of 
knowledge sought 
by the study.  









from this main 
one.  
 
Setting of data 
collection justified; 
Interviews 
conducted at the 
participants’ 
homes 40 days 
after delivery; 




discussed.   
participants during 
data collection 




approve or reject 
any excerpts that 
did not accurately 
convey what they 
shared with the 
researcher.  
Universidade de Sao 
Paulo; 
 
Participants signed the 
informed consent.  
textualization 




There is sufficient 
data to support 





data analysis.  
research findings 
is not discussed.  
to women and their 
coaches including 
their spouses before 





(Mullick et al., 
2005) 
Yes  Yes 
 
There was need 
to conduct 
qualitative study 
to complement the 
findings from the 
trial that was 
conducted.  
















whose partners at 
the time of data 
collection, and 








There is no 
information on 




given on the form 
of data generated. 
In addition, 
saturation was not 
discussed.  
 
No  No  Can’t tell 
 
The analysis 








not discussed how 
they ensured the 
credibility of their 
findings.  
The study advocates 
for finding a 
comfortable and 
convenient way of 
involving men in 
reproductive health 
services; mainly 
during childbirth. In 
addition, the study 




barriers that withhold 






























The tool used was 
not reported; 
 










Consent was secured 
through signing the 
informal consent or 
verbally or for people 
who could not read or 
write; 
 
Ethical approval was 




















Yes   
 
However, the 
researcher did not 
discuss the 




labour wards should 
be restructured 
possibly in cubicles 




during the delivery 
process which may 





(Alves et al., 
2013) 











No  Yes  
 
Ethical approval was 









not discuss the 
No new areas of 
research suggested. 
However, the study 
contributed to the 
understanding of 
birth companionship 
in terms of support 









was done in a filed 
diary, and the 











Saturation of data 
not discussed.  
 
Companion were 
informed about the 
research objectives 
and expressed a 
desire participate by 
signing the informed 
consent form; 
 
Formal authorisation to 
observe staff and 




credibility of their 
findings.  
be provided to the 
woman during 
childbirth. The 
research appeal for 






Arunmozhi et al. 
(2015a) 
Yes  Yes  Can’t tell  
 
The study reports 
that a qualitative 
design was used; 
 
Justification over 
the choice of the 
description not 
reported. 
Can’t tell  
 
The recruitment 
process and the 
sampling 
approach used 
are not reported. 
Yes  
 
Setting of the data 
collection is 
justified; 





chosen have been 
cleared explained 
and justified; 
No  Yes  
 
Ethical clearance was 
obtained from the 
Institutional Review 





consent was obtained 
from participants; 





used for data 
analysis. 
However, there is 
few details how 
this approach was 
applied to meet 
the research 
objective or in 
minimising 
potential biases 
resulting from the 
Can’t tell  
 
Findings are 
explicit despite the 
lack of quotes to 
illustrate and 
strengthen some 
of the findings. In 
addition, 
researchers have 
not discussed the 
credibility of their 
findings.  
The study suggest 
that healthcare posts 
should be provided 
with written 
guidelines for 
involving men in 
maternal and new-





recorded using a 
voice recorder; 
Saturation of data 




ensured all along the 
research process.  
researchers’ own 
influence.  
Sengane et al. 
(2012) 
Yes  Yes  Yes  Yes  Yes  Yes  Yes  Yes  Can’t tell  Researchers have 
suggested that 
further research 
should be conducted 
on the experiences of 
fathers on the care 
provided by the 
midwives to the 
mothers during 
labour.  
Sengane (2009) Yes  Yes  Yes  Yes  Yes  Can’t tell  Can’t tell  Yes  Yes  Researchers have 
suggested further 
researcher on the 
effects of support 
provided by fathers’ 
to their 
wives/partners during 
labour and the role of 
the father during 
labour.  
Moreira Silva et al. 
(2015) 
Yes  Yes  Can’t tell  Can’t tell  Can’t tell No  Yes  Can’t tell  Can’t tell  
Findings are not 
exactly discussed 




fathers should be 
informed about the 
childbirth process 
and their rights to 
attend the birth of 





Francisco et al. 
(2015) 
Yes  Yes  Can’t tell  Can’t tell  No No  Yes  Can’t tell  Yes  Researchers have 
discussed the 
contribution of their 
study to the body of 
knowledge. They 
also suggest that 
fathers should be 
prepared for 
childbirth. Lastly, 
they proposed that 
further research be 
conducted on fathers’ 
roles during 
caesarean section.  
de Melo and de 
Brito (2013) 





value the fathers’ 
presence during 
labour and delivery.  
Carter (2002) Yes  Yes  Can’t tell  Yes  Can’t tell  Yes  No  No  Yes  The researcher 
recommended that 
hospitals should 
develop and enforce 
more father friendly 
labour and delivery 
laws and practices to 
encourage more 
fathers participate in 
the birth process.  
Abushaikha and 
Massah (2012) 
Yes  Yes  Yes  Yes  Yes  Yes  Yes  Yes  Yes  Researchers indicate 
that there is a need 




comparative study on 
the views and 
opinions of fathers 
who did not witness 
childbirth and those 
who attended.  
Abushaikha and 
Massah (2013) 
Yes  Yes  Yes  Yes  Yes  Yes  Yes  Yes  Yes  Researchers suggest 
that further studies 
should be conducted 




and participation in 
the childbirth process 
in the Arab Muslim 
culture.  
Mullany (2006) Yes  Yes  Can’t tell  Yes  Yes  Can’t tell  Can’t tell  Yes  Yes  Researchers 
suggested that 
further studies should 
be conducted on 
paternalism and love.  
 
Sapkota et al. 
(2012) 
Yes  Yes  Can’t tell  Can’t tell  Yes  No  Yes  Yes  Yes  Researchers have 
discussed the 
contribution the study 
makes to the existing 
knowledge and 
understanding in 








conducted on the 
effects of the medical 
benefits of the 
husbands’ presence 
at birth, both to the 
mother and baby in 
the context of low 
resources settings. 
Further research to 
be conducted on the 
















Appendix 2.3: Critical appraisal findings of cross-sectional surveys and experimental studies 
Author  Were the 
aims 
/objectives 
















































































































































































STUDIES FROM LOW INCOME COUNTRIES 
(Otieno, 
2015) 

















No  Do not 
know 







Yes  Yes  Yes  No  No  Yes  
Addisalem 
(2014) 











Yes  Yes  Yes  Do not 
know 
 









No  Yes  No  Do not know 
 
Yes  Do not know 
 

















































The authors have 







Yes  Yes  Yes  Yes  Yes  Do not know  Do not 
know   
Yes  Yes  Do not 
know   
Do not 
know  




Yes  Yes  No  Yes  Do not know  
 
The total of 
women who 
are referred 
to the study 
setting and 
countrywide 



































Yes  Yes  Yes  Yes  No  Yes  
STUDIES FROM LOWER MIDDLE INCOME COUNTRIES 
Adeniran et 
al. (2015) 
Yes  Yes  Yes  Yes  Yes  Yes  Yes        Yes  Do not 
know   
 























There is little 
information on 





Dim et al. 
(2011) 











Yes  Yes  Yes  Yes  No  No  
Iliyasu et 
al. (2010) 








not given for 
the reviewer 
to make a 
judgement.  














Bello et al. 
(2008) 

































Do not know  
 















of interest  




rate is not 
reported.  







































































Do not know  
 
The sampling 
frame is not 
reported.  










to test its 
reproducibil
ity.  




Yes  Yes  
 
But there is 
little 
interpretation 
about some of 
the tests 
performed. 














consent but the 
form of consent 
not clarified. 
Ethical clearance 




























Yes  Do not know  
 
















their tool.  





























seems to put 






in relation to 
them.  
No  No  No  
Olugbenga
-Bello et al. 
(2013) 
















base is not 
reported.  
















rate is not 
reported  
Not reported Yes  Yes  Do not know 
 
Much focus 
has been put 
on discussing 










maternal care.  






Yes  Yes  
 
 












process is not 
substantially 
discussed. 





rate is not 
reported.  
Not reported.  Yes  
 











was also obtained 
from participants. 
However, looking 
closely into how 
the participants’ 
consent was 
obtained, it seems 
they were 
coerced to 





























is not clearly 
defined. 




process is not 
substantially 
discussed. 














n are not 
detailed.  






Not reported  Yes  Do not know  
 
The analysis 












Do not know 
 









study did not give 
information on 










Yes  Yes  Yes  Do not 
know 
Yes  Yes  Yes  Do not 
know 
Yes  Do not 
know 


























































brings in some 
















study’s results.  
Janula et 
al. (2014) 
Yes  Yes  
 






was drawn is 
not reported.  
















































a high risk  
Yes  Yes  
 
Yes  No  No  Yes  
 
The reasons that 
led the research 
team to only do 
their follow up 
thirty minutes 






the kind of 
responses from 
participants who 
may either be 
excited to 
welcome the new 




still be stressed 
by childbirth 
experience. 
Wai et al. 
(2015) 




from the list of 





















No  Yes  Yes  Yes  Yes  No  Yes  
Ampt et al. 
(2015) 
Yes  Yes  No  Yes  Yes  
 


















































Yes  Yes 
  









from which the 
sample was 






yet the tool 










Yes  Yes  
 
Yes  Yes  
 
 





also to be 
answered 











Yes  Yes  Do not know 
 








them to the 
current study.   
 No  No  
 





Yes  Yes  No  
 


















Yes  Yes  Yes  Yes  Yes  No  100% of 
response 
rate  
Yes  Yes  Yes  Yes  No  
Not reported 
Yes  
Kura et al. 
(2013) 
Yes  Yes  No  Yes  Yes  Yes  
 
No  Yes  Yes  Do not 
know 
 
Yes  Yes  
 





Yes  Yes  Yes, but not all 
major findings 
from the study 
are discussed 























































































Yes  Do not 
know 
No  Yes  Do not know  
 
Yes  Do not 
know 
Yes  Do not 
know 
No  No  Yes  Do not 
know 
Not reported  Yes  Yes  Do not know 
 




















































and seems to 
not focus on 
the key 
findings from 





Yes  Yes  No  Yes   No  No  
 


















being used  











No  100% 
response 
rate 




































tests are not 
indicated. Only 
Yes  Yes  No  
















were reported.  
STUDIES FROM UPPER MIDDLE INCOME COUNTRIES 
Zhang and 
Lu (2014) 



















were set.  




No  Yes  Yes  Yes  Yes  No  Yes  
He et al. 
(2015) 






















































































Yes  Yes  Yes  No  Not reported  No  
Bakhta and 
Lee (2010) 










No  Yes  Not reported   
 
 































items do not 




























































Yes  Do not know  
 
The analysis 

































Results of the appraisal of experimental studies 






















































































































Was there a 
power 
calculation? 
































































































































































based on bed 
availability in 
the birthing 




















to take part 
in the study; 
 




































and did not 
























































































































































































































Yes  Yes  Yes  
 













and a control 















































































































was the usual 
procedure in 
this unit. 




























































prior to the 




























































































































































recruited.   




checks on the 
interviews 
were done on 
weekly basis 





































































































































Appendix 4.1: Characteristics of included studies (review of tools about fathers’ attendance at childbirth) 
 














l steps used to 








How was it 
done 
Is the tool 
undergone 
psychometric 
test? How was 
it done? 
Number of potential 
items about current 
practice, service level 
factors, and maternity 
providers’ practices and 
attitudes regarding the 
encouragement of 


































Yes  No information 
about the steps 
used to develop 
the 
questionnaire 
No No 4 about current practice of 










and test a 
self-report 
instrument 






































































items from 57 
to the final 26 in 
the scale 
5 items about intrapartum 
nurses’ practice regarding 
the encouragement of 
family members to support 






























the scale of 











the theory of 
planned 
behaviour  
































tests of the 
instrument 
4 items to contribute to 
health facility profile; 
2 items about nurses’ 
beliefs regarding partner 






























A 14 items 



































to determine if 
it would be 
comprehensibl
e to labour and 
delivery nurses 




2 potential items about 
maternity staff practices to 












































 of father 
engagemen
t and 




Source of items 















2 items about maternity 
staff practices regarding 
the encouragement of 





























































2 items about midwives’ 
attitudes towards fathers’ 







































































alpha was used 










10 items that may be 
relevant to maternity staff 
perceptions about fathers’ 















room by age 
group? 
























Appendix 4.2: Potentially relevant items retrieved (from the review of tools about 
fathers’ attendance at childbirth) 




Maternity beds in in labour, delivery, 






   
Are the following permitted to be 
present during labour? 
 Husbands/partners  





Practice regarding the 
support of family 
members present at 
childbirth 
   
Are partners required to leave 
during; 
 Internal examination 
 Forceps delivery 




Practice regarding the 
support of family 
members present at 
childbirth 
 
   
After a normal delivery, are the 
parents allowed some time alone 
together with the baby? 







Practice regarding the 
support of family 




Are there restrictions on visits from: 
 Partners 
 Patient’s children  





Practice regarding the 
support of family 







To which do you find it as part of 
your role to engage fathers in 
perinatal services you provide? 




fathers in perinatal 
care 
   
How often do you ask fathers about 
their emotional wellbeing, couple 
relationship, consent for partner to 
be present, and fathers’ own 
consent to attend the perinatal 
care? 




fathers in perinatal 
care 
   
How often were you able to 
encourage the following practices: 
i. Teach visitors (family, 
partner and friends) how to 
massage labouring 
mothers, 
ii. Teach visitors (family, 
partner, and friends) how to 
praise labouring mothers’ 
efforts, 
iii. Praise visitors for their 
efforts in helping mothers, 
iv. Staying with labouring 
mothers while visitors 
(family, partner, and friends) 
take break 
v. Intervene when visitors are 
doing activities that you feel 
are unhelpful to mothers 
(criticising her, watching TV, 
etc...).  
Sleutel (2002) Midwives’ 
engagement of 
fathers in perinatal 
care 
   
How confident are you in your ability 
to use each of the following 
techniques for providing support to 
women in labour: 
1. Assist partner/friend in 
providing labour support 
2. Explain what is happening 





fathers in perinatal 
care 




When I think about my beliefs 
related to birth practice, I believe 
that: Birth items environments 
should provide a homelike 
environment to optimise privacy and 
comfort for the labouring woman 
and her family. 





attitudes about family 
presence at childbirth 
  
When I think about my beliefs 
related to birth practice, I believe 
that: providing explanations about 
procedures is a necessary nursing 
intervention for partners attending 
labour and birth with the labouring 
patient. 





attitudes about family 
presence at childbirth 
   
The father-to-be should be welcome 







attitudes about family 
presence at childbirth 
   







attitudes about family 
presence at childbirth 
   
Having fathers with their wives 







attitudes about family 
presence at childbirth 
   
The couple’s relationship will 












attitudes about family 
presence at childbirth 
Good father-infant bonding is 
derived from having the fathers 







attitudes about family 
presence at childbirth 
   
A labouring woman needs moral 








attitudes about family 
presence at childbirth 
   
Nurses believe that a father in the 








attitudes about family 
presence at childbirth 
   
Having fathers in the delivery room 








attitudes about family 
presence at childbirth 
   
Nurses do not want to have fathers 







attitudes about family 
presence at childbirth 
  
Prenatal classes are not necessary 












attitudes about family 
presence at childbirth 
Fathers have the right to attend the 







attitudes about family 
presence at childbirth 
   
The birth experience should be a 
vital and happy experience in the life 






attitudes about family 








Appendix 4.3: Round One Delphi Questionnaire- 3-12-2018 
About this survey 
This Delphi survey seeks to assess the relevance and comprehension of proposed questions and items for two questionnaires which 
will be used to collect data about current practice, service level factors, and maternity staff (midwives, nurses, and other ancillary staff 
in the maternity) attitudes towards the acceptability and feasibility of fathers' attendance at labour and /or birth in Rwandan health 
facilities. 
Questionnaire One comprises questions and items for a questionnaire that will be sent to Heads of Maternity Units. This quest ionnaire 
has three sections.  
Questionnaire Two comprises items for a questionnaire that will be sent to maternity staff. This questionnaire has four sections.  
Your role as an expert Delphi panel member is to read every question or item and indicate the extent to which you find them relevant 
by ticking a box corresponding to your response using this scale: 
1. Not relevant 
2. Somewhat relevant 
3. Quite relevant (needs revision) 
4. Very relevant 
You are also provided with a space to comment on the comprehension of proposed questions and items and where possible propose 
suggestions for improvement. 
You are not be required to sign a separate consent form. The return of completed questionnaires will be taken as evidence 




QUESTIONNAIRE ONE: PROPOSED QUESTIONS AND ITEMS FOR THE QUESTIONNAIRE FOR HEADS OF MATERNITY UNITS 
This questionnaire will comprise three sections:  
Section 1 asks heads of maternity units about current practice of fathers' attendance at childbirth in their health facilities. 
Section 2 comprises items about factors determining whether or not health facilities facilitate fathers' attendance at labour and/or 
birth. 
Section 3 comprises items about health facilities' readiness to facilitate fathers' attendance at childbirth. 
You are asked to read every question or item and rate the extent to which you find them relevant by ticking a box corresponding to 
your response using this scale: 
1. Not relevant 
2. Somewhat relevant 
3. Quite relevant (needs revision) 
4. Very relevant 
You are also provided with a free space to comment about the comprehension of the question or item. Where necessary, please 









Heads of maternity units: Section One - Health facilities' current practice of facilitating fathers' attendance at labour and/or 
birth 
 








Suggestions for improvement and/or 
propose new questions  
1.1.1 Does your health facility allow expectant 
women to have birth companions of their 
choice during childbirth? 
     
1.1.2 Who does your health facility allow to 
stay with the woman throughout 
childbirth? 
     
1.1.3 Does your health facility have a policy or 
a guideline on birth companions? 
     
1.1.4 If there is a policy or guideline, does your 
health facility have a written copy of the 
policy/ guideline? 
     
1.1.5 Does the policy or guideline address 
fathers’ attendance at labour and/or 
birth? 
     





1.1.6 If it is the woman’s choice, does your 
health facility currently allow fathers to 
attend labour and/or birth? 
     
1.1.7 If the woman wants the father to be 
present, does your health facility inform 
the couple about the period when the 
father is allowed to stay in the labour 
room? 
     
1.1.8 When does your health facility permit 
fathers to attend labour and/or birth?  
     
1.1.9 If the father is allowed to stay with the 
mother during labour, does your health 
facility provide him with information about 
labour support? 
     
1.1.10 Is the father asked to leave the room for 
routine procedures during labour?  
     
1.1.11 If the woman wants the father of her baby 
to be present at birth, does your health 
facility inform the father on what to expect 
during his stay? 




1.1.12 If the father is allowed to stay with the 
mother during birth, does your health 
facility provide the father with appropriate 
clothing for example gown and shoes 
before entering the delivery ward? 
     
1.1.13 Does your health facility have any 
preparatory classes for fathers about 




    
1.1.14 Does your health facility have any form of 
recording about how many fathers attend 
labour and/or birth? 














Heads of Maternity Units: Section Two -Factors determining whether or not health facilities encourage fathers' attendance 














Suggestions for improvement and/or propose new 
questions  
1.2.1 Availability of a national policy about 
birth companionship will guide our 
health facility to encourage fathers’ 
attendance at childbirth.  
     
1.2.2 Our institutional policies don’t 
support fathers’ attendance at 
childbirth.  
     
1.2.3 Maternity staff at this facility are not 
aware of the woman’s right to have 
a birth companion of her choice.   
     
1.2.4 The senior management of our 
health facility is not willing to 
     
Heads of Maternity Units will be asked to rate the extent to which they agree or disagree with statements about the influence of 




encourage fathers’ presence at 
labour and/or birth.  
1.2.5 Fathers can evaluate maternity staff 
actions during labour and/or birth.  
     
1.2.6 Limited space in the labour and 
delivery rooms limits our health 
facility’s ability to encourage fathers’ 
attendance at labour and/or birth. 
     
1.2.7 Our labour rooms do not offer 
sufficient privacy to enable fathers to 
attend labour and/or birth.   
     
1.2.8 The high number of births 
conducted by our maternity staff 
does not facilitate them to 
encourage fathers to attend labour 
and/or birth.  
     
1.2.9 Maternity staff in our health facility 
are not willing to permit fathers to be 
present at labour and/or birth.  
     
1.2.10 Lack of individual labour rooms in 
our health facility affect fathers’ 
presence at labour and/or birth.  




1.2.11 Our health facility fears that allowing 
fathers to attend labour and/or birth 
may spread infection to the woman 
and the baby.  
     
1.2.12 Maternity staff in this facility have 
limited training on facilitating fathers’ 
attendance at childbirth.  
     
1.2.13 Our facility lacks amenities such as 
toilets and beds for fathers who may 
wish to stay overnight with their 
wives/partners.  
     
1.2.14 Our facility does not encourage 
fathers’ presence at labour and birth 
because they may become 
aggressive.  
     
1.2.15 Our health facility does not 
encourage fathers’ attendance at 
childbirth because of fear of 
litigation.   
     
1.2.16 Our health facility does not 
encourage fathers’ attendance at 
childbirth because our focus of care 
is the mother and the baby.  




1.2.17 Fathers’ presence at childbirth 
distracts maternity staff from 
attending to the mother during 
childbirth.  
     
1.2.18 Our health facility does not 
encourage fathers’ attendance at 
childbirth because we consider birth 
companionship to be a female role. 
     
1.2.19 Our health facility does not 
encourage fathers to attend 
childbirth because men are not 
culturally expected to be present at 
childbirth. 
     
Heads of Maternity Units: Section Three -Health facilities' readiness to facilitate fathers' attendance at childbirth 
 








Suggestions for improvement and/or propose 
new questions  
1.3.1 Our health facility is considering encouraging fathers to 
attend labour/or birth. 
     




1.3.2 Our health facility has made good efforts to implement 
fathers’ attendance at childbirth but we still have some 
work to do. 
     
1.3.3 Our health facility has initiated fathers’ attendance at 
childbirth and it is fully functional. 
     
1.3.4 We believe that allowing fathers to attend childbirth will 
change men’s perceptions of childbirth. 
     
1.3.5 We believe that allowing fathers’ attendance at childbirth 
in our health facility will strengthen our mission to promote 
respectful maternity care. 
     
1.3.6 We believe that implementing fathers’ attendance at 
childbirth will enable our health facility to involve men in 
other safe motherhood programmes. 
     
1.3.7 There is a high demand for paternal involvement in 
childbirth from couples attending this facility. 
     
1.3.8 Allowing fathers’ attendance at childbirth is one of our 
facility’s core values.  
     
1.3.9 Introducing fathers to attend childbirth is not in line with 
our health facility’s principles. 
     
1.3.10 Introducing fathers’ attendance at childbirth will require 
our facility to organise specific antennal classes for them.  
     
1.3.11 Our health facility is ready to put in place guidelines to 
facilitate fathers’ attendance at childbirth. 




1.3.12 Our health facility is ready to put in place all necessary 
resources to enable fathers’ presence at labour and birth.  
     
1.3.13 Our health facility has a space in the maternity ward 
where fathers talk to other fathers about childbirth topics.  
     
1.3.14 Managers of our health facility are committed to 
sustaining fathers’ attendance at childbirth.  




QUESTIONNAIRE TWO: PROPOSED ITEMS FOR THE QUESTIONNAIRE THAT WILL BE ADMINISTERED TO MATERNITY 
STAFF 
This questionnaire comprises items that will be sent to maternity staff from selected health facilities. The questionnaire comprises 
four sections: 
Section 1 asks maternity staff to report on their practice regarding the facilitation of fathers’ attendance at childbirth. 
Section 2 asks maternity staff to rate extent to which they agree or disagree with statements about perceptions about fathers’ 
attendance at childbirth. 
Section 3 asks maternity staff to rate the extent to which they agree or disagree with statements about the acceptability of fathers’ 
attendance at childbirth. 
Section 4 asks maternity staff to rate the extent to which they agree or disagree with statements about feasibility of fathers’ attendance 
at childbirth. 
You are asked to read every item and rate the extent to which you find them relevant by ticking a box corresponding to your 
response using this scale: 
1. Not relevant 
2. Somewhat relevant 
3. Quite relevant (needs revision) 
4. Very relevant 
You are also provided with a free space to comment about the comprehension of the question or item. Where necessary, propose 





Maternity staff: Section One -Practices towards encouraging fathers' attendance at childbirth 
 









Suggestions for improvement and/or propose 
new questions  
2.1.1 I develop a birth plan with the couple 
indicating the level of the father’s 
participation during childbirth. 
     
2.1.2 I ask an expectant woman if she wants to 
have the father of the baby present at labour 
and/or birth. 
     
2.1.3 I give information to fathers on what to 
expect during childbirth when they attend 
antenatal appointments.  
     
2.1.4 I educate fathers about labour support when 
they attend antenatal appointments. 
     
2.1.5 I ask an expectant woman if she wishes the 
baby’s father to attend labour and/or birth. 
     




2.1.6 I ask an expectant father if he wishes to 
attend labour and/or birth. 
     
2.1.7 I permit an expectant father to stay with the 
woman during labour and birth. 
     
2.1.8 I insist that any father who accompanies the 
woman has to stay with her during labour 
and birth. 
     
2.1.9 I teach an expectant father how to support 
the woman to adopt comfortable positions 
during labour.  
     
2.1.10 I teach an expectant father how to provide 
emotional care for the labouring woman.  
     
2.1.11 I teach an expectant father how to massage 
the woman during labour.  
     
2.1.12 I seek the woman’s consent before informing 
the father about the care provided to his 
partner during labour and birth. 
     
2.1.13 I communicate to fathers about labour and 
birth progress. 
     
2.1.14 I involve both parents in decisions about 
childbirth.  
     
2.1.15 I listen to the father’s concerns about the 
woman’s condition during childbirth. 




2.1.16 If a father becomes distressed, I ask him to 
leave the labour room.  
     
2.1.17 I ask the father if he wants to watch his baby 
being born.  
     
2.1.18 I brief the father with what to expect during 
delivery. 
     
2.1.19 I offer the father an opportunity to cut the 
umbilical cord. 
     
 
Maternity staff: Section Two -Perceptions about fathers' attendance at labour and/or birth 








Suggestions for improvement and/or propose 
new questions  
2.2.1 Fathers’ presence at labour and birth is 
one of the ways to make childbirth care 
more family centred.  
     
2.2.2 The woman should endure childbirth 
without the father’s presence. 
     
Maternity staff will be requested to rate extent to which they agree or disagree with statements about perceptions about fathers’ 




2.2.3 The father must not be allowed inside the 
maternity ward if the mother has a female 
companion. 
     
2.2.4 Fathers should be allowed to attend 
childbirth to witness women’s endurance 
during childbirth.   
     
2.2.5 Allowing fathers to attend childbirth 
protects healthcare providers against any 
allegations of negligence. 
     
2.2.6 The father may assure the safety of the 
mother and the baby when he is allowed to 
be present at labour and birth.  
     
2.2.7 Fathers provide verbal reassurance to the 
mother during labour. 
     
2.2.8 A father’s presence makes the mother feel 
less stressed during childbirth. 
     
2.2.9 A father’s presence make the mother feel 
more stressed during labour and birth. 
     
2.2.10 A father’s attendance at birth fosters his 
bonding with the baby. 
     
2.2.11 Fathers’ presence at labour and birth 
relieves the mother’s anxieties and stress.  




2.2.12 A father’s presence at labour and birth 
increases the mother’s anxieties and 
stress. 
     
2.2.13 Fathers need to attend childbirth to 
develop a better appreciation of the 
woman. 
     
2.2.14 The father may assist the mother to do 
breathing and relaxation exercises. 
     
2.2.15 Fathers’ presence may impact on couples’ 
subsequent pregnancy planning.  
     
2.2.16 The father’s presence can make the 
woman uncomfortable during labour.   
     
2.2.17 Fathers’ presence may cause women to 
desire more attention and sympathy from 
the maternity staff. 
     
2.2.18 The father may not wish to help the woman 
if she needs to go to bathroom. 
     
2.2.19 Fathers’ presence at labour and/or birth 
can negatively impact on sexual 
relationships with their wives/partners. 
     
2.2.20 A father’s presence can be detrimental to 
the wellbeing of the labouring woman.  




2.2.21 Fathers’ presence may provoke 
undesirable emotional reactions from the 
woman during childbirth.  
     
2.2.22 The father may faint upon seeing blood 
during the delivery of the baby. 
     
2.2.23 Permitting fathers to be present at 
childbirth can lead to congestion in the 
maternity ward. 
     
2.2.24 Having fathers in the delivery room may 
lead to infection and contamination. 
     
2.2.25 Fathers’ presence at childbirth will 
increase stress on healthcare providers.  
     
2.2.26 Maternity staff may feel uncomfortable 
when they are watched by fathers while 
offering care to the mother. 
     
2.2.27 Fathers get in the way of providers during 
their care provision to the woman. 
     
2.2.28 Fathers’ presence does not help at all in 
the care of the woman during childbirth. 





Maternity staff:  Section Three -Attitudes regarding the acceptability of fathers' attendance at labour and/or birth 








Suggestions for improvement and/or propose new 
questions  
2.3.1 It is acceptable to allow a father to be 
present at labour and birth if it is the 
woman’s choice.  
     
2.3.2 It is acceptable for the father to 
accompany the woman to the hospital 
and let a female birth companion stay 
with the woman during childbirth. 
     
2.3.3 It is acceptable to oblige fathers to stay 
with their wives/partners throughout 
childbirth once they arrive at the place 
of delivery. 
     
2.3.4 It is acceptable to only allow fathers to 
stay with his wife/partner during labour.  
     
Maternity staff will be asked to rate the extent to which they agree or disagree with statements about the acceptability of fathers’ 




2.3.5 It is acceptable to only allow fathers to 
stay with his wife/partner during 
delivery.  
     
2.3.6 It is acceptable to allow fathers in the 
maternity ward only when they come to 
pay the maternity bills. 
     
2.3.7 It is acceptable to only allow the father 
to stay with his wife/partner if she is 
expected to deliver normally.  
     
2.3.8 It is acceptable to allow all fathers to 
attend childbirth without imposing any 
limitation on them.  
     
2.3.9 It is acceptable for the maternity staff to 
facilitate fathers to attend childbirth to 
share the birth experience with their 
wives/partners.  
     
2.3.10 It is acceptable to allow fathers to stay 
with their wives/partners to offer 
practical support to them.  
     
2.3.11 It is acceptable for healthcare providers 
to allow the father to take pictures and 
videos throughout childbirth. 




2.3.12 It is acceptable for healthcare providers 
to assist the father to support his 
wife/partner during labour and birth. 
     
2.3.13 It is acceptable to allow fathers to 
attend Caesarean section.  
     
2.3.14 It is acceptable for health providers to 
engage fathers in providing support to 
their partners during labour.  
     
2.3.15 It is acceptable for health providers to 
establish a good relationship with the 
father to enable him to cope with their 
woman’s labour endurance.  
     
2.3.16 It is acceptable to not allow fathers who 
look anxious to stay with the woman 
during labour and/or birth.  
     
2.3.17 It is acceptable for healthcare providers 
to support fathers to provide emotional 
support to their partners during labour 
and/or birth.  
     
2.3.18 It is acceptable for healthcare providers 
to guide the father to provide massage 
to the mother during labour.  




2.3.19 It is acceptable for healthcare providers 
to provide the father with all the 
information about the mother’s 
childbirth progress.  
     
Maternity staff: Section Four -Attitudes regarding the feasibility of fathers' attendance at labour and/or birth 
 
 








Suggestions for improvement and/or propose new 
questions  
2.4.1 It is feasible for me to observe hygiene 
and infection control mechanisms for 
birth companions including fathers.  
     
2.4.2 It is feasible for me to advise fathers 
about coping mechanism to adopt during 
labour and birth. 
     
2.4.3 It is feasible for me to inform the woman 
of her right to choose her 
husband/partner as her birth companion. 
     





2.4.4 It is feasible for me to ask the father if he 
wishes to attend childbirth. 
     
2.4.5 It is feasible for me to inform fathers what 
happens during labour and birth when 
they attend antenatal appointments.  
     
2.4.6 It is feasible for me to permit the father to 
be with his wife/partner regardless of the 
type of birth.  
     
2.4.7 It is feasible for me to teach fathers how 
to support the mother to adopt 
comfortable positions during labour.  
     
2.4.8 It is feasible for me show fathers how to 
massage their partners during labour. 
     
2.4.9 It is feasible for me to inform fathers 
about the progress of labour.  
     
2.4.10 It is feasible for me to inform the father 
about any major decision regarding the 
care of his wife/partner. 
     
2.4.11 It is feasible for me to help fathers 
articulate their needs during their stay in 
the maternity ward.  




2.4.12 It is feasible for me to ask a father to 
leave the labour room if he becomes 
distressed. 
     
2.4.13 It is feasible for me to listen to the father’s 
concerns about the woman’s condition 
during childbirth. 
     
2.4.14 It is feasible for me to show the father 
where to sit while staying in the labour 
ward.  
     
2.4.15 It is feasible for me to welcome fathers in 
the delivery room to welcome their baby.  
     
2.4.16 It is feasible for me to advise fathers 
about appropriate clothing to wear before 
entering the delivery room.  
     
2.4.17 It is feasible for me to thank the father for 
his efforts to be with his wife/partner 
during labour and birth.  
     
 
Dear Participant, you are now approaching the end of Round One of this Delphi Survey. We would appreciate if you take two minutes to complete 
this last section about yourself.  




1 Male  
2 Female  
3 Prefer not to say  
 
2. What is the highest degree have received? 
1 Secondary school 
certificate 
 
2 Diploma    
3 Bachelor’s Degree  
4 Master’s Degree  
5 PhD  
 
3. What is your area of practice? (Please select whatever applies to you) 
 
1 Midwifery  
2 Obstetrics   




4 Research in 
maternal and 





5 Gender and women 
studies 
 
6 Other (specify)  
 
4. What is your professional background? 
 
1 Midwife   
2 Nurse  
3 Nurse and midwife 
educator 
 
4 Obstetrician   
5 Researcher   
6 Decision maker  
7 Other (specify)  
Thank you very much for taking your time to complete Round One of this Delphi Survey. Thank you very much for taking your time to complete 




Appendix 4.4:  Draft initial email invitation to participate in the study 
Subject: Fathers’ attendance at childbirth Delphi Survey-Your invitation to participate 
Dear……., 
I am PhD student at the School of Nursing and Health Sciences, University of Dundee and I 
am conducting a research study as part of my doctoral degree requirements. My study seeks 
to assess the current practice, service level factors, and health providers’ views about fathers’ 
attendance at childbirth in Rwandan health facilities. It is expected that the findings from this 
study will influence policy change to permit fathers to attend childbirth in Rwandan health 
facilities if it is the woman’s choice. Furthermore, the study will develop questionnaires that 
institutions and researchers interested in fathers’ involvement in maternal health can use to 
assess health facilities’ encouragement of fathers’ attendance at labour and/or birth to inform 
any intervention towards promoting fathers’ engagement in childbirth care.  
Phase One of this study involves a Delphi Survey to assess the content validity of two 
proposed questionnaires for this study and will start on…. /…. / 2018. You are invited to take 
part in a three round Delphi Survey due to your expert knowledge in one or more of these 
areas: 
 Maternal and neonatal care in Low- and Middle-Income Countries (LMICs), 
 Birth companionship practices in maternity wards in LMICs, 
 Fathers’ attendance at labour and/or birth 
 Male involvement in maternal and neonatal care 
With your academic, professional practice, and/or experience in maternal and neonatal health 
care, you are in ideal position to rate questions and statements for proposed two 
questionnaires for this project. However, you have no obligation to take part in this study and 
you may decline this invitation.  There will be no sanctions whatsoever for you for declining to 
participate in this study. For further information regarding the conduct of this Delphi survey, 
please read the attached information sheet. Should you wish to participate, please email me 
at TCUhawenimana@dundee.ac.uk. 
Thank you very much for your time and I am looking forward to your feedback. 




Appendix 4.5: Participant information Sheet  
Title of the project: Fathers’ attendance at childbirth in Rwandan health facilities: current 
practice, service level factors, and health providers’ views   
Invitation to participate in the study 
My name is Thierry Claudien. I am a PhD student at the University of Dundee, School of 
Nursing and Health Sciences, Mother and Infant Research Unit. My PhD project is supervised 
by Dr. Andrew Symon, Dr. Alison McFadden, and Dr. Heather Whitford. 
Purpose of the study 
This study seeks to assess the content validity of two questionnaires: 
1. A questionnaire for assessing the implementation of fathers’ attendance at 
childbirth in health facilities 
2.  A questionnaire to measure health providers’ practices, perceptions, and views 
about the acceptability and feasibility of paternal attendance at labour and birth.  
The study will be completed using email or online survey and will be conducted in three rounds 
over a period of three months. Your participation in this study will contribute to developing 
standardised questionnaires that will be used to collect data about current practice, service 
level factors, and maternity staff attitudes about the acceptability and feasibility of encouraging 
fathers’ attendance at childbirth in Rwandan health facilities. It is expected that institutions and 
researchers interested in fathers’ involvement in maternal health may later use the developed 
questionnaires to assess health facilities’ encouragement of fathers’ attendance at labour 
and/or birth to inform any intervention towards promoting fathers’ engagement in childbirth. 
Why you have been chosen to participate in this study 
You have been selected to participate in this study because we thought that with your 
academic, professional practice, and experience with maternity care, you are in a position to 
judge which statements are relevant and appropriate to send to heads of maternity units and 
maternity staff about fathers’ attendance at childbirth.  




Once you agree to take part in this study, you will be asked to read items and response options 
for two proposed questionnaires and assess their relevance in relation to the study’s 
objectives. You will also be asked to provide comments and suggestions where necessary on 
how to improve the proposed items. This Delphi survey will involve three rounds. In the first 
and second rounds, you will be given three weeks’ time to submit your responses either by 
email attachment or by responding through an online survey link that will be sent to you. A 
reminder to submit your responses will be sent five days before the deadline for each of them. 
Participating in Round One will require approximately two hours on your schedule to assess 
items. However, in the second round, the time to complete the questionnaires will be shorter 
compared to the first round because the number of items to rate will be reduced depending 
on the results of the first round. You will also participate in Round Three that will seek to verify 
the appropriateness of the final version of proposed questionnaires. For this round, you will 
be given two weeks to submit your comments about the questionnaires.   
You will not be provided with any financial inducement or any other material rewards to 
participate in this study. If you agree, you may ask for your contribution to be acknowledged 
in the reporting and publication of this study’s findings. 
Terms for withdrawal 
Your participation in this project is voluntary. You are free to withdraw from the study at any 
time without informing the researcher and no sanctions will be applied to you if you choose to 
withdraw. In the event of withdrawal during the study, the information you have so far provided 
will be used for the study’s purposes. 
Risks 
There are no risks or any harm in participating in this study.  
Data management 
The responses you will provide will be kept confidential. To safeguard the information you 
provide from any risk of breach, the data will be stored on the University’s desktop only. Data 
will also be saved on BOX, a University of Dundee secure cloud-based system. Data will also 
be shared with my supervisors for advice using the university’s secure cloud-based storage. 




policy of the University of Dundee. The information you will provide will be kept by the 
researcher for five years. 
Consent to participate in the study 
You will not be required to sign a separate consent form. You will confirm your voluntary 
confirmation in the study by accepting or refusing the email invitation. Once you agree to 
participate in the study, the return of completed questionnaires will be taken as evidence of 
consent.  
Details of the researcher 
Thierry Claudien UHAWENIMANA: Researcher 
Dr. Andrew Symon: Supervisor 
Dr. Alison McFadden: Supervisor 
Dr. Heather Whitford: Supervisor 
School of Nursing and Health Sciences,  
City Campus 
11 Airlie Place, Dundee 
Further information  
Any complaints regarding the nature or conduct of this research may be directed to: 
University of Dundee, School of Nursing and Health Sciences Research Ethics Committee at 
SREC-SNHS-SDEN@dundee.ac.uk. 
The University Research Ethics Committee of the University of Dundee has reviewed and 






Appendix 6: Ethics approval to conduct the Delphi study 
 
 
University of Dundee Schools of Nursing & Health Sciences and Dentistry Research Ethics 
Committee (SREC) 




28 September 2018 
Dear Thierry, 
Application Number: 2018014_Uhawenimana 
 
Title: Fathers’ attendance at childbirth in Rwandan health facilities: current practice, service 
level factors, and health providers’ views 
I am writing to advise you that your ethics application has been reviewed and approved 
independently by reviewers on behalf of the SREC. 
If your project data can be linked to an identifiable individual, you must notify the 
University Data Protection Officer, Mr Alan Bell a.z.bell@dundee.ac.uk. 
Approval is valid for three years from the date of this letter. Should your study continue beyond 
this point, please request a renewal of the approval. 
Any changes to the approved documentation (e.g., study protocol, information sheet, consent 




Dr Joan Cameron 
Associate Dean: Quality and Academic Standards 
 




Appendix 4.7: Email invitation to complete the first round of the Delphi Survey 
Object: Fathers’ attendance at childbirth- Round One Delphi Survey  
Dear Participant, 
Thank you for accepting our invitation to participate in our three round Delphi study. The Delphi 
method is a structured process that involves administering a questionnaire to collect 
information from a group of experts in a series of rounds until consensus is obtained. For this 
survey, three rounds will be implemented to obtain consensus about the relevance, 
comprehension, and appropriateness of proposed items to assess current practice, service 
level factors, and maternity staff attitudes towards fathers’ attendance at labour/or birth. 
The purpose of this email is to invite you to take part in Round One of our study. In this round, 
you are requested to read proposed items and rate their relevance. You can complete the 
attached questionnaires and return them electronically by email attachment. Alternatively, you 
can open this link to take survey online. You have three weeks to return completed 
questionnaires. A reminder email to return questionnaires will be sent to you five days before 
the deadline. 
This survey is being conducted in accordance with the University of Dundee Data Protection 
Policy. If you have any questions regarding the conduct of this survey, you can contact me at 
TCUhawenimana@dundee.ac.uk or address your enquiries to the School of Nursing and 
Health Sciences Research Ethics Committee at SREC-SNHS-SDEN@dundee.ac.uk.  
Yours Sincerely, 




Appendix 4.8: Email invitation to complete the second round of the Delphi 
Survey 
Object: Fathers’ attendance at childbirth- Round Two Delphi Survey  
Dear Participant, 
Thank for your participation in the first round of this Delphi Survey. Your answers have been 
important towards refining the items of our questionnaires to assess the current practice, 
service level factors, and maternity staff views about the acceptability and feasibility of fathers’ 
attendance at labour and birth. Now we are proceeding to Round Two of this Delphi survey 
and we would like to invite you to take part in it. We have attached the findings of Round One. 
In Round Two, you are only requested to rate the relevance of the items that did not reach 
80% cut-off and new items that emerged from Round One. Like in the previous round, you 
can either complete the attached questionnaires and return by email attachment or open this 
link to complete the survey online (link to be created). You have three weeks to return 
completed questionnaires. A polite reminder email to return questionnaires will be sent to you 
five days before the deadline. 
This survey is being conducted in accordance with the University of Dundee Data Protection 
Policy. If you have any questions regarding the conduct of this survey, you can contact me at 
TCUhawenimana@dundee.ac.uk or address your enquiries to the School of Nursing and 
Health Sciences Research Ethics Committee at SREC-SNHS-SDEN@dundee.ac.uk. 
Yours Sincerely,  






Appendix 4.9: Delphi survey questionnaire-round two 24-01-2019 
About this survey 
Thank for your contribution towards the successful completion of Round One of this Delphi Survey. Based on your feedback, we have compiled 
some relevant items that will constitute proposed questionnaires to assess the current practice, service level factors, and maternity staff views 
about the acceptability and feasibility of fathers' attendance at labour and birth in the next phase of this project that will be implemented in Rwanda. 
Your suggestions have been of much importance to clarify some of the items proposed for the two questionnaires. 
Items that have reached 80% agreement cut-off have been retained. Items that garnered an agreement cut-off below 60% were rejected. Items 
that have reached agreement cut-off and those that were deleted will not be assessed in Round Two.  
In Round Two, you are only requested to assess the relevance of the items that collected between 60% and 79% consensus after Round One 











You are asked to rate new items that emerged from Round One. These items are categorised in three sections: 
Section 1 comprises new items about current practice of fathers' attendance at childbirth in their health facilities. 
Section 2 comprises new items about factors determining whether or not health facilities facilitate fathers' attendance at labour and/or birth. 
Section 3 comprises new items about health facilities' readiness to facilitate fathers' attendance at childbirth. 
You are asked to read every question or item and rate the extent to which you find them relevant by ticking a box corresponding to your response 
using this scale: 
1. Not relevant 
2. Somewhat relevant 
3. Quite relevant (needs revision) 
4. Very relevant 
You are also provided with a free space to comment about the comprehension of the question or item. Where necessary, please p ropose 
suggestions for improvement. 
 
 
Heads of maternity units: Section One - Health facilities' current practice of facilitating fathers' attendance at labour and/or birth 
 
 








Suggestions for improvement  





1 How many birth companions does 
your facility allow to be with the 
woman during childbirth? 
     
2 Does your health facility request the 
woman’s consent before permitting 
companion of her choice to attend 
childbirth? 
     
3 Does the policy or guideline describe 
the father’s role when attending 
labour and birth? 
     
4 If it is the woman’s choice, does your 
health facility currently allow fathers 
to attend delivery? 
     
5 Under what condition do you permit 
fathers to attend labour and/or birth? 
(Response options will include: If it is 
the woman’s choice; If the father 
wishes to attend childbirth; The father 
is obliged to be present at labour and 
delivery once he arrives at the health 
facility; Only when the birth is 




expected to be normal; If there is a 
likelihood that the woman will develop 
complications; Only when the woman 




Heads of Maternity Units: Section Two -Factors determining whether or not health facilities encourage fathers' attendance at labour 
and/or birth 






4.Very relevant  Suggestions for improvement  
1 Our health does not encourage 
fathers’ attendance at childbirth 
because they can get in the 
way of maternity staff. 
     
Heads of Maternity Units will be asked to rate the extent to which they agree or disagree with statements about the influence of 




2 Our labour rooms do not offer 
sufficient privacy to enable 
fathers to attend labour. 
     
3 Our delivery rooms do not offer 
sufficient privacy to enable 
fathers to attend birth. 
     
 
Heads of Maternity Units: Section Three -Health facilities' readiness to facilitate fathers' attendance at childbirth 








Suggestions for improvement  
1 The practice of encouraging fathers to attend 
childbirth in our facility is fully functional. 
     




QUESTIONNAIRE TWO: PROPOSED ITEMS FOR THE QUESTIONNAIRE THAT WILL 
BE ADMINISTERED TO MATERNITY STAFF 
In Round Two, you are required to re-rate the items that collected between 60% and 79% 
agreement cut-off in Round One. You are also asked to assess the relevance of new items 
that emerged from Round One. 
Items are arranged in three sections: 
Section 1 comprises new items about maternity staff practices regarding the facilitation of 
fathers’ attendance at childbirth. 
Section 2 comprises items about maternity staff perceptions about fathers’ attendance at 
childbirth that did not attain between 60 and 79% agreement cut-off during Round One. Your 
feedback will enable us to decide whether or not we include them in the final questionnaire.  
Section 3 comprises items about maternity staff attitudes about the acceptability of fathers’ 
attendance at childbirth that did not collect between 60% and 79% agreement cut-off during 
Round One. Your feedback will enable us to decide whether or not we include them in the final 
questionnaire.  
You are asked to read every item and rate the extent to which you find them relevant by ticking 
a box corresponding to your response using this scale: 
1. Not relevant 
2. Somewhat relevant 
3. Quite relevant (needs revision) 
4. Very relevant 
You are also provided with a free space to comment about the clarity of the item and/or make 




















New items that emerged from the suggestions provided by the expert panel 
 








Suggestions for improvement  
1 I understand that a woman may 
not want her husband/partner 
present at labour and/or birth. 
     
2 I ask an expectant woman if she 
wants the father of the baby 
present at delivery. 
     
 
Maternity staff will be asked to report on their practice regarding the encouragement of fathers’ 




Maternity staff: Section Two -Perceptions about fathers' attendance at labour and/or 
birth 
 
Items to be reassessed 








2.2.2 The woman should endure childbirth 
without the father’s presence. 
    
2.2.19 Fathers’ presence at labour and/or birth 
can negatively impact on sexual 
relationships with their wives/partners. 
    
2.2.20 A father’s presence can be detrimental to 
the wellbeing of the labouring woman. 
    
2.2.24 Having fathers in the delivery room may 
lead to infection and contamination. 
    
 
Maternity staff:  Section Three -Attitudes regarding the acceptability of fathers' 
attendance at labour and/or birth 
 
 
Items to be reassessed 








Maternity staff will be requested to rate extent to which they agree or disagree with statements about perceptions about fathers’ 
attendance at childbirth. 
Maternity staff will be asked to rate the extent to which they agree or disagree with statements about the acceptability of fathers’ 




2.3.4 It is acceptable to only allow a father to 
stay with his wife/partner during labour. 
    
2.3.5 It is acceptable to only allow a father to 
stay with his wife/partner during delivery. 
    
 
Thank you very much for taking your time to complete Round Two of this Delphi Survey. 
We look forward to your continual support in completing Round Three which will 




Appendix 4.10: Proposed items for questionnaire one that reached 80% agreement cut-off but needed some 
revisions 
Code Item  % rating 
4(very 
relevant) 
Suggestions for improvement as 
per recommended by expert 
panel members 
Question/item after correction 
Heads of maternity units: Section One – Health facilities’ current practice of facilitating 
fathers’ attendance at labour and/or birth 
 
Q1.1.2 Who does your health facility allow 
to stay with the woman throughout 
childbirth? 
100% -Make this question clear or delete 
who 
-Maybe have specific subsets of 
questions on husband/partner; 
female relative; female friend, etc 
The question was not changed. However, 
when compiling the final questionnaire, 
the response options will include: 
- Husband/partner 
- Female relative (s) 
- Female friend; 
- Any other person the woman 
chooses (specify):……. 
Q1.1.4 If there is a policy or guideline, 
does your health facility have a 
copy of the policy/guideline? 
100% -I suggest to specify in the question 
if the copy of the policy is in 
maternity service otherwise seems 
to be the same as 1.1.3 
If there is a policy or guideline, does the 




Q1.1.5 Does the policy or guideline 
address fathers’ attendance at 
labour and/or birth? 
100% -Does the policy or guideline 
discuss or address about fathers’ 
attendance at labour and/or birth? 
-OR is needed between discuss 
and address 
-Does the policy or guideline talk 
about fathers’ attendance at labour 
and/or birth? 
-Maybe ask: ‘Does this policy or 
guideline provide clear guidance on 
fathers’ attendance at labour and/or 
birth?’ 
-Does the guideline describe the 
father’s role when attending labour 
or childbirth? 
-If ‘father’ could be replaced by 
‘male partner’ might sound good. 
Does this policy or guideline provide a 
clear guidance on fathers’ attendance at 
labour and/or birth? 
Q1.1.6  If it is the woman’s choice, does 
your health facility currently allow 
fathers to attend labour and/or 
birth if it is the woman’s choice? 
91.7% -Sentence contains duplicate 
phrase 
-If it is the woman’s choice, does 
your health facility currently allow 
This question was broken into two: 
 
1. If it is the woman’s choice, does 
your health facility currently allow 




fathers to attend labour and/or 
birth? 
-Maybe break out into-labour as 
one question, birth as another 
I know that in some Rwandan 
health centres they do allow a male 
partner at birth/delivery because 
there is more privacy, but not during 
labour as there are privacy 
concerns with many women in the 
same room. If you separate into 2 
questions, you will get better data. 
-Also-some research indicates that 
women may have different 
preferences for when their male 
companion is present eg preferring 
labour and not birth etc. This is 
important to consider as that means 
that some current policies (e.g. 
Allowing men at delivery but not 
labour, run contrary to women’s 
own preferences). 
2. If it is the woman’s choice, does 
your health facility currently allow 










-I think this is a repetition of 1.1.2 
Q1.1.7 If the woman wants the father to 
be present, does your health 
facility inform the couple about the 
period when the father is allowed 
to stay in the labour room? 
83.3% -I think the father can stay with the 
labouring woman in all periods and 
process of labour and birth. Why do 
you want to need this particular 
information? I think to ask such kind 
of question will confuse 
participants. 
-“Wants the father to be the birth 
companion” to show you are now 
focusing on a subset? 
If the woman wants the father to be 
present at childbirth, does your health 
facility inform the couple about the period 
when the father is allowed to stay? 
Q1.1.8 When does your health facility 
permit fathers to attend labour 
and/or birth? 
91.7% -At which step of labour, does your 
health facility permit fathers to 
attend labour and/or birth process? 
-Again, separate into two questions 
When does your health facility permit 
fathers to enter the maternity ward to be 
with the woman? (With response options: 
- Only during visiting hours 
- Anytime throughout childbirth 
process 
- Strictly during the postnatal period 
- Other (specify):  
Q1.1.10 Is the father asked to leave the 
room for routine procedures 
during labour? 
100% -Is the father asked to leave the 
room for some procedures during 
labour? 





-Can this be more specific? - Is the father asked to leave the 
room for routine procedures 
during labour such as the 
abdomen and vaginal 
examination?   
Q1.1.11 If the woman wants the father of 
the her baby to be present at birth, 
does your health facility inform the 
father on what to expect during his 
stay? 
91.7% -It is interesting you have 
introduced “the father of the baby” 
concept. So, which father was 
above? I hope there will be a clear 
operational definition. 
-Remove the before her (father) 
If the woman wants the father to be 
present at birth, does your health facility 
inform the father on what to expect during 
his stay in the delivery room? 
Q1.1.12 If the father is allowed to stay with 
the mother during birth, does your 
health facility provide the father 
with appropriate clothing for 
example gown and shoes before 
entering the delivery ward? 
91.7% -I suggest using birth or delivery 
together as using birth only can 
confuse some participants. 
-I think this question is a little out of 
context compared to the rest of 
questions. 
If the father is allowed to stay with the 
mother during delivery, does your health 
facility provide the father with appropriate 
clothing for example gown and shoes 
before entering the ward? 
Q1.1.13 Does your health facility have any 
preparatory classes for fathers 
about labour and birth support? 
91.7% -As most of the information are 
provided to the woman or family 
during antenatal visit, I would like to 
suggest to adjust this Qn 1.1.13 as 
follow: “Does your health facility 
This question specifically seeks to find out 
if health facilities have specific classes to 
prepare fathers for childbirth before they 
attend childbirth. The question has been 




provide essential information 
during antenatal care or have any 
preparatory classes for fathers 
about labour and birth support?” 
-Does your health facility prepares 
fathers about companionship (role) 
during labour and birth support? 
-How different is this from 1.1.9? 
 
- Does your health facility organise 
specific antenatal classes to 
prepare fathers about childbirth 
support role?  
Heads of Maternity Units: Section Two -Factors determining whether or not health facilities 
encourage fathers’ attendance at labour and/or birth 
 
Q1.2.2 Our institutional policies don’t 
support fathers’ attendance at 
childbirth. 
100% -Our institutional policies don’t 
stipulate fathers’ ‘attendance at 
childbirth.  
Our institutional policies don’t stipulate 
fathers’ attendance at childbirth. 
Q1.2.3 Maternity staff at this facility are 
not aware of the woman’s right to 
have a birth companion of her 
choice.   
100% -Maternity staff at this facility are 
aware of the woman’s right to have 
a birth companion of her choice.  
Maternity staff at this facility are aware of 
the woman’s right to have a birth 
companion of their choice.  
Q1.2.5 Fathers can evaluate maternity 
staff actions during labour and/or 
birth. 
91.7% -Provided they are aware of 
required standards. 
-What do you specifically mean by 
‘evaluate’? 
Maternity staff at this facility fear that 
fathers can criticise the care provided to 




Q1.2.6 Limited space in the labour and 
delivery rooms limits our health 
facility’s ability to encourage 
fathers’ attendance at labour 
and/or birth. 
100% -Separate into 2 questions-One for 
labour and one for birth 
-There is a limited space to 
accommodate fathers in 
attendance to mothers in labour.  
There is a limited space to accommodate 
fathers in attendance to mothers at 
childbirth.  
Q1.2.7 Our labour rooms do not offer 
sufficient privacy to enable fathers 
to attend labour and/or birth.   
100% -Delivery may be in a separate 
room… 
-I think privacy is implied above as 
fathers’ involvement should be 
limited to his own labouring spouse.  
The item was divided into two; one for 
labour and another for delivery. The issue 
raised that the question might be similar 
to 1.2.6 was examined. 1.2.7 is focusing 
on privacy whereas the previous one 
focuses on space that would not be 
accommodative to many people in labour 
and delivery wards. 
Q1.2.8 The high number of births 
conducted by our maternity staff 
does not facilitate them to 
encourage fathers to attend 
labour and/or birth. 
91.7% -The big workload of our maternity 
staff does not facilitate fathers to 
attend labour and delivery (I 
suggest to use the word ‘delivery’ 
instead of birth in all statements. 
-Depends on what you envisage 
fathers are to do.  
The big workload of our maternity staff 
does not enable them to facilitate fathers 




Q1.2.9 Maternity staff in our health facility 
are not willing to permit fathers to 
be present at labour and/or birth. 
91.7% -Similar to 1.2.4 Maternity staff in our health facility are 
willing to permit fathers to be present at 
labour and/delivery.  
Q1.2.11 Our health facility fears that 
allowing fathers to attend labour 
and/or birth may spread infection 
to the woman and the baby. 
91.7% -Healthcare providers often note 
different reasons for being against 
men’s presence, eg not 
culturally/socially appropriate; men 
get in the way; women act up more 
when men are present/require 
more attention; some of these 
questions might be interesting to 
ask. 
-Is it the health facility that fears or 
the staff of the health facility? 
-Earlier you mentioned giving them 
gowns and shoe covers. Follow the 
standards for infection prevention 
to design your Qns on this. 
Maternity staff at this facility fear that 
allowing fathers to attend childbirth may 
spread infection to the woman and the 
baby.  
Q1.2.14 Our facility does not encourage 
fathers’ presence at labour and 
birth because they may become 
aggressive. 
100% -Our health facility does not pay 
attention to fathers’ presence at 
labour and birth because they may 
become aggressive. 
Our health facility does not pay attention 
to fathers’ presence at labour and birth 




-I know that some healthcare 
providers, particularly women, have 
suggested fear of women’s 
partners. 
-Remember there has got to be a 
set of guidelines for the fathers’ 
attendance. Also it sounds like you 
have experience of this. What are 
the statistics? 
Q1.2.15 Our health facility does not 
encourage fathers’ attendance at 
childbirth because of fear of 
litigation.   
91.7% -Great Question-No one will say 
yes! 
-Maybe this is a problem that I’m 
unaware of? Rather than litigation, 
you might ask whether they fear 
they will be reported for 
mistreatment to the head of facility 
or something like that instead.  
Our health facility does not encourage 
fathers’ attendance at childbirth for fear of 
being reported for mistreatment to any 
competent authority such as the Ministry 
of Health.   
Q1.2.19 Our health facility does not 
encourage fathers to attend 
childbirth because men are not 
culturally expected to be present 
at childbirth. 
100% -Again, really insightful questions. 
You’re penetrating deeply into the 
political and cultural factors. 
Impressed! 
This item is different from Q1.2.18 which 
is focusing on social aspects of fathers’ 
presence at childbirth (birth companion 
being considered a female role) whereas 




-But how is this question different 
from the previous one (18)? 
childbirth within the wider cultural 
perspective.  
Heads of Maternity Units: Section Three -Health facilities’ readiness to facilitate fathers’ attendance at childbirth 
Q1.3.1 Our health facility is considering 
encouraging fathers to attend 
labour/or birth. 
100% -I think this question would not 
stand for time (after the facility had 
already adopted the practice).  
While compiling the final questionnaire, 
1.3.3 will start and become 1.3.1. Then, if 
this item is no, participants will be directed 
to answer the item “Our health facility is 
considering to encourage fathers to 
attend labour and/or birth”  
Q1.3.3 Our health facility has initiated 
fathers’ attendance at childbirth, 
and it is fully functional. 
91.7% -One thing I think is important to 
stress is that fathers’ attendance 
MUST be with women’s consent. 
Sometimes the way policies are 
implemented it does not happen 
that way in practice. 
-Two things in there: (a) Initiated 
fathers’ attendance at childbirth 
(b) fully functional 
-I would suggest conveying one 
idea in each item(either initiation of 
the practice or the practice being 
fully functional) 
Our health facility has started to 
encourage fathers’ attendance at 
childbirth if it is the woman’s choice*. 






Q1.3.12 Our health facility is ready to put in 
place all necessary resources to 
enable fathers’ presence at labour 
and birth. 
83.3% -Are we looking for the plan to be 
ready or the actual readiness or 
responsiveness to accommodate? 
-All necessary resources is a little 
vague, I guess.  
There is a plan for our health facility to 
outsource more staff to enable our 
maternity unit to facilitate fathers’ 
attendance at childbirth if it is the woman’s 




Appendix 4.11: Proposed items for questionnaire two that reached 80% but needed revisions 
 
Code Item  % rating 
4(very 
relevant) 
Suggestions for improvement as 
per recommended by expert 
panel members 
Question/item after correction 
Maternity staff: Section One -Practices towards encouraging fathers' attendance at childbirth 
Q2.1.2 I ask an expectant woman if she 
wants to have the father of the 
baby present at labour and/or 
birth. 
100% -Break into 2 questions-One on 
labour and one on delivery 
I ask an expectant woman if she wants to 
have the father of the baby present at 
labour.  
 
Q2.1.7 I insist that any father who 
accompanies the woman has to 
stay with her during labour and 
birth. 
100% -Are you trying to understand here 
if people are forcing men’s 
involvement contrary to women’s 
own preferences? 
-Would you consider using another 
verb for ‘has to stay’ it implies for as 
opposed to choose.  
I insist that any father who accompanies 
the woman to give birth should stay with 
her throughout childbirth period.  
Q2.1.9 I teach an expectant father how to 
provide emotional care for the 
labouring woman. 
100% -I would use ‘emotional support’ in 
place of ‘emotional care’ 
I teach an expectant father how to provide 





Q2.1.15 If a father becomes distressed, I 
ask him to leave the labour room. 
91.7% -Would this be good practice 
though? 
This item was not changed.  
Maternity staff: Section Two -Perceptions about fathers' attendance at labour and/or birth  
Q2.2.3 The father must not be allowed 
inside the maternity ward if the 
mother has a female companion. 
83.3% -This practice would be rather 
strange. Are there cultures in 
Rwanda where multiple family 
members like to be present? 
The item was not changed. However, a 
question about the number of birth 
companions allowed to be with the 
woman during childbirth was generated 
from this comment.  
Q2.2.4 Fathers should be allowed to 
attend childbirth to witness 
women’s endurance during 
childbirth.   
83.3% -I think this is a really bad reason for 
letting fathers to be there. They 
should be there only to help. 
-I would just shorten this item: 
“Fathers should be allowed to 
attend childbirth.” 
Fathers should attend childbirth to witness 
what happens during childbirth.  
Q2.2.5 Allowing fathers to attend 
childbirth protects healthcare 
providers against any allegations 
of negligence. 
83.3% -I think I would more concerned 
about strengthening the linkage 
(relationship) between families and 
healthcare givers.  
This item was not changed.  
Q2.2.6 The father may assure the safety 
of the mother and the baby when 
83.3% -It implies the health workers are 
not to be trusted. Yet they are 
professional.  




he is allowed to be present at 
labour and birth. 
Q2.2.8 A father’s presence makes the 
mother feel less stressed during 
childbirth. 
91.7% -Depends on the cultural context  
Q2.2.9 A father’s presence make the 
mother feel more stressed during 
labour and birth. 
83.3% -Make the question above match 
(eg includes both labour and birth). 
A father’s presence makes the mother 
feel more stressed during childbirth.  
Q2.2.10 A father’s attendance at birth 
fosters his bonding with the baby. 
83.3% -Same as above 2.2.8 
-How is this different from item 
2.2.8 
This item focus on father-child bondage 
while 2.2.8 focuses on the mother’s 
emotional wellbeing during childbirth. 
Therefore, it was retained.  
2.2.13 Fathers need to attend childbirth 
to develop a better appreciation of 
the woman. 
83.3% -As above. But we know these 
attitudes exist and we know it would 
be good to reveal them. 
-Repetition 










Q2.3.10 It is acceptable to allow fathers to 
stay with their wives/partners to 
offer practical support to them. 
91.7% -Repetition  
-What do you mean by ‘practical 
support’? 
It is acceptable to allow fathers to stay 
with their wives/partners to offer practical 
support to them such as massaging their 
back during labour, holding their hands 
during labour, offering them some drinks, 
food, and encouraging them to endure 
labour. 
Q2.3.15 It is acceptable for health 
providers to establish a good 
relationship with the father to 
enable him to cope with his 
woman’s labour endurance. 
100% -Very good selection 
-…his woman’s 
It is acceptable for health providers to 
establish a good relationship with the 
father to enable him to cope with his 
woman’s labour endurance.  
Q2.3.17 It is acceptable for healthcare 
providers to support fathers to 
provide emotional support to their 
partners during labour and/or 
birth. 
100% -How this differ from 2.3.12? To avoid repetition, 2.3.12 was deleted.  
Q2.3.19 It is acceptable for healthcare 
providers to provide the father with 
all the information about the 
mother’s childbirth progress. 
100% -Repeated  Item not changed because it is not 









Appendix 5.1: Mapping items of the MPAC-QHMUs and the MPAC-QMS against Aarons’ conceptual model 
Research questions Focus area  Questions/statements  Theme 
represented in 
the review work 
Conceptual model 






Constructs not covered in 
the current instruments  
To what extent do 
Rwandan health facilities 
encourage male partners’ 
attendance at childbirth 












Outer context factors:   
 
 Research grants 
 Foundation grants 
 Service grants  
 Foundation grants 
 Continuity of funding 
 Inter-organisational 
networks  
 Direct networking  
 Indirect networking  
 Professional 
organisations  
Current practice at the 
organisational level 
Q1.1.1. Does your health facility 
allow women to have birth 






















Q1.1.2. Does your health facility 
request the woman’s consent 
before permitting a companion of 




































Q1.1.3. How many birth 
companions does your facility 
allow to be with the woman 
during childbirth? 











Inner context constructs: 
 Goals 
 Social networks  
Q1.1.4. Who does your health 
facility allow to stay with the 









Q1.1.5. Does your health facility 
have any document such as a 
policy or protocol on birth 
companions? 




Q1.1.6. If the document is 
available, does the maternity 
service have a copy of it? 




Q1.1.7. Does this document 
provide clear guidance on male 
partners' attendance at 
childbirth? 




Q1.1.8. If it is the woman’s 









































Q1.1.9. If it is the woman’s 
choice, does your health facility 
currently allow male partners to 















Q1.1.10. When does your health 
facility permit male partners to 
enter the maternity ward to be 





































Q1.1.11. Under what condition 









Q1.1.12.When the male partner 
is allowed to attend the childbirth, 
do you provide him with 









Receptive context  
MPAC: 
QHMUs 
Q1.1.13. Is the male partner 
asked to leave the room for 
routine procedures during labour 
such as examination of the 
abdomen and vaginal 
examination? 







Q1.1.14. Does your health facility 
inform the male partner on what 









































Q.1.1.15. Does your health 
facility organise specific 
antenatal classes to prepare 
male partners to provide support 
during childbirth? 
Information 












Q.1.1.16. Does your health 
facility have any form of 
recording how many male 
partners attend childbirth? 




Facilities’ readiness to 
encourage male 
partners’ attendance at 
childbirth at childbirth 
Q1.3.1. Our health facility has 
started to encourage male 
partners' attendance at childbirth 
if it is the woman’s choice. 





Q1.3.2. Allowing male partners’ 
attendance at childbirth is one of 
our facility’s core values. 




Q1.3.3. There is a high demand 
for male involvement in childbirth 
from couples attending this 
facility. 
Men’s wish to be 
there for their 
partners  













To what extent do 
maternity staff encourage 
male partners’ attendance 
at labour and/or birth in 












Q1.3.4. We face challenges in 
encouraging male partners to 
attend childbirth in our facility. 






Q1.3.5. Managers of our health 
facility are committed to 
sustaining male partners' 
attendance at childbirth. 




Q1.3.6. Our health facility is 
considering encouraging male 
partners to attend childbirth. 





Q1.3.7. We believe that allowing 
male partners to attend childbirth 









































Q1.3.8. We believe that 
implementing male partners' 
attendance at childbirth will 
enable our health facility to 


















Q1.3.9. Introducing male 
partners’ attendance at childbirth 
will require our facility to organise 











Q1.3.10. Our health facility is 
ready to put in place guidelines 
to facilitate male partners' 
attendance at childbirth. 













Q1.3.11. There is a plan for our 
health facility to make more staff 
available to enable our maternity 
unit to facilitate male partners' 
attendance at childbirth if it is the 
woman’s choice. 









Q2.1.1. I develop a birth plan with 
the couple indicating the level of 
the male partner's participation 
during childbirth. 
Information  
about labour and 
birth before and 
during childbirth 
Inner context: 










Q2.1.2. I ask the woman if she 
wants to have her male partner 




Inner context: Values MPAC-QMS 
Q2.1.3. I ask the woman if she 
wants to have her male partner 









Q2.1.4. I respect the woman’s 
choices regarding the presence 





Inner context: Values  MPAC-QMS 
Q2.1.5. I insist that any male 
partner who accompanies the 
woman to give birth should stay 
with her throughout childbirth 
period regardless of the 




their wish  
Inner context: values MPAC-QMS 
Q2.1.6. I ask the woman's male 






Inner context: Values  
 
MPAC-QMS 
Q2.1.7. I permit the woman's 
male partner to stay with the 
















Q2.1.8. I teach the woman's 
male partner how to support her 
to adopt comfortable positions 
during labour. 
-Men’s wish to 









Knowledge and skills  
MPAC-QMS 
Q2.1.9. I teach the woman's 
male partner how to provide her 
with emotional support during 
labour. 
-Men’s wish to 
















Q2.1.10. I teach the woman's 
male partner how to massage 
her during labour. 
-Men’s wish to 









Knowledge and skills  
MPAC-QMS 
Q2.1.11. I seek the woman’s 
consent before informing her 
male partner about the care 
provided to her during childbirth. 
Men’s wish to 
attend childbirth 
to participate in 
decision making 
about the care 
given to his 
partner Values  
Inner context: Values  MPAC-QMS 
Q2.1.12. I communicate to the 













Q2.1.13. I involve both parents in 
any decisions regarding the care 
provided to the woman 
throughout childbirth. 
Information  
about labour and 
birth before and 
during childbirth 
Inner context: values  MPAC-QMS 
Q2.1.14. I listen to the male 
partner's concerns about the 
woman’s condition during 
childbirth. 
Men’s fear of 
seeing their 
partners in pain 
Inner context: 
Knowledge and skills  
 
MPAC-QMS  
Q2.1.15. If a woman's male 
partner becomes distressed, I 
ask him to leave the room. 
Fear of seeing 
blood and 





Q2.1.16. I ask the woman's male 
partner if he wants to watch the 
baby being born. 
-Men’s wish to 




with fathers who 
accompany their 
partners to give 
birth   
 




Q1.2.1. Maternity staff at this 
facility are not aware of the 
woman’s right to have a birth 
companion of her choice. 
Delivery 





Knowledge and skills 
MPAC: 
QHMUs 
What are the factors 
determining whether or 
not health facilities in 
Rwanda encourage male 
partners’ attendance at 
labour and/or birth when it 
is the woman’s choice? 
    - What are the 
moderators to male 
partners’ attendance at 
labour and or/birth in 
Rwandan health facilities? 
 
Service level factors 
influencing whether or 
not facilities encourage 
male partners’ 
attendance at childbirth 
Q1.2.2. Maternity staff at this 
facility may worry that male 
partners would criticize the care 







partners to give 








Q1.2.3. Our labour rooms do not 
offer sufficient privacy to enable 
male partners to attend labour. 






Q1.2.4. Our delivery rooms do 
not offer sufficient privacy to 
enable male partners to attend 
the delivery of the baby. 









Q1.2.5. The high workload of our 
maternity staff does not enable 









Q1.2.6. Maternity staff at this 
facility fear that allowing male 
partners to attend childbirth may 
spread infection to the woman 









knowledge and skills   
MPAC: 
QHMUs 
Q1.2.7. Maternity staff in this 
facility have limited training on 
facilitating male partners' 









Knowledge and skills  
MPAC: 
QHMUs 
Q1.2.8. Our facility lacks 
amenities such as toilets and 
beds for male partners who may 
wish to stay overnight with their 
wives/partners. 







Q1.2.9. Our facility does 
not encourage male partners’ 
presence at childbirth because 
they may become aggressive. 
Poor 
communication 
with fathers who 
accompany their 
partners to give 
birth   
 
Inner context: Values  MPAC: 
QHMUs 
Q1.2.10. Staff at our facility are 
worried about male partners’ 
attendance because they fear 
being reported for mistreatment 
to an authority such the Ministry 
of Health. 





Q1.2.11. Our health facility does 
not encourage male partners’ 
attendance at childbirth because 
our focus of care is the woman 










Q1.2.12. Male partners’ 
presence at childbirth distracts 
maternity staff from attending to 












Q1.2.13. Our health facility does 
not encourage male partners' 
attendance at childbirth because 
we consider birth companionship 
to be a female role. 
Childbirth seen 






Q1.2.14.Our health facility does 
not encourage male partners to 
attend childbirth because men 
are not culturally expected to be 












Q2.2.1. Male partners' presence 
at childbirth is one of the ways to 

















factors: Maternity staff 
Q2.2.2. A woman's male partner 









perceptions about male 
partners’ presence 
 
maternity ward if the woman has 
a female birth companion. 
to social cultural 
norms  
Q2.2.3. Male partners should 
attend childbirth to witness what 








Perceived need for 
change 
MPAC-QMS 
Q2.2.4. Allowing male partners 
to attend childbirth protects 
healthcare providers against any 
allegations of negligence. 
Fear of litigation Outer context: 
legislation   
MPAC-QMS 
Q2.2.5. A woman's male 
partner's presence makes her 






-Men’s wish to 











Q2.2.6. A woman's male partner 
provides verbal reassurance to 





-Men’s wish to 








Q2.2.7. A woman's male 
partner's attendance at birth 






-Men’s wish to 









Q2.2.8. Male partners need to 



















Q2.2.9. A woman's male partner 
may assist her to do breathing 







-Men’s wish to 
be there for their 
partner to 
provide practice 
support to the 
partner 





Q2.2.10. Male partners’ 
presence may impact on 






















Q2.2.11. A woman's male 
partner's presence can make her 









Q2.2.12. Male partners' 
presence during delivery can 







Q2.2.13. The male partner's 
presence can be detrimental to 
the wellbeing of the labouring 
woman. 
-Fear of seeing 










Q2.2.14. A woman's male 
partners' presence may provoke 
Woman’s 
opposition of 






undesirable emotional reactions 




Q2.2.15. The woman's male 
partner may faint during the 
delivery of the baby. 
Fear of seeing 
blood  
Inner context: Values MPAC-QMS  
Q2.2.16. Permitting male 
partners' presence at childbirth 
can lead to congestion in the 
maternity ward. 
Lack of privacy 
and limited 
space in 




Inner context: Values 
MPAC-QMS  
Q2.2.17. Male partners’ 
presence at childbirth will 












Q2.2.18. Maternity staff may feel 
uncomfortable when they are 
watched by male partners while 




with fathers who 
accompany their 
partners to give 
birth   








Q2.2.19. A woman's male 
partner's presence does not help 














Q2.3.1. It is acceptable to allow a 
male partner to be present during 












What are maternity staff 
attitudes regarding the 
acceptability and 
feasibility of male 
partners’ attendance at 
labour and or/birth? 
Attitudes regarding the 
acceptability of male 
partners’ presence 
Q2.3.2. It is acceptable to allow a 
male partner to be present at 








Inner context: Values 
MPAC-QMS  
Q2.3.3. It is acceptable to oblige 
male partners to stay with the 













wish   
Q2.3.4. It is acceptable to only 
allow the woman's male partner 











Inner context : 
Values 
MPAC-QMS  
Q2.3.5. It is acceptable to only 
allow the woman's male partner 
to stay with the woman if she is 
expected to deliver normally. 
Fear of seeing 
blood and 
partners in pain 
Inner context: 
Receptive context 
Inner context : 
values 
MPAC-QMS  
Q2.3.6. It is acceptable to allow 
all male partners to attend 
childbirth without imposing any 
limitation on them. 
Male partner’s 
wish to be there 
for their partners  
Inner context: Values MPAC-QMS  
Q2.3.7. It is acceptable for the 
maternity staff to facilitate a 
woman's male partner to attend 
-Male partner’s 
wish to be there 
for their partners  







childbirth to share the birth 






Q2.3.8. It is acceptable to allow 
the woman's male partner to stay 
with the woman to offer practical 
support to her such as 
massaging her back during 
labour, holding her hand during 
labour, offering her food and 
drink, and encouraging her to 
cope with labour. 
-Male partner’s 
wish to be there 













Q2.3.9. It is acceptable for 
healthcare providers to allow the 
woman's male partner to take 
pictures and videos throughout 
childbirth. 
Male partner’s 
wish to attend 
childbirth to 
share the joy of 
welcoming the 
baby 







Q2.3.10. It is acceptable for 









woman's male partner to support 





receptive context  
Q2.3.11. It is acceptable to allow 
the woman's male partner to 










Q2.3.12. It is acceptable for 
health providers to establish a 
good relationship with the 
woman's male partner to enable 












Q2.3.13. It is acceptable to not 
allow male partners who look 
anxious to stay with the woman 
during childbirth. 
Fear of seeing 
blood and 












     
What are maternity staff 
attitudes regarding the 
acceptability and 
feasibility of male 
partners’ attendance at 
labour and or/birth? 
Attitudes regarding the 
feasibility of male 
partners’ attendance 
Q2.4.1. It is feasible for me to 
advise women's male partners 
about coping mechanisms to 
adopt during childbirth. 
-Information  
about labour and 







Knowledge and skills  
 
MPAC-QMS   
Q2.4.2. It is feasible for me to 
inform the woman of her right to 














Q2.4.3. It is feasible for me to ask 
the woman's male partner if he 
wishes to attend childbirth. 
Men’s wish to be 












Q2.4.4. It is feasible for me to 
inform the woman's male partner 
what happens during labour and 
birth when he attends antenatal 
appointments. 
-Men’s wish to 












 Outer context: 
policies 
 
Inner context: values 
Inner context: 
knowledge and skills 
MPAC-QMS INNER CONTEXT 
 
 Goals  
 Social networks  
 Perceive need for 
change 
Q2.4.5. It is feasible for me to 
permit the woman's male partner 
to be with her regardless of the 
type of birth. 
-Men’s wish to 
be there for their 
partners  
Inner context: Values MPAC-QMS 
Q2.4.6. It is feasible for me to 
teach the woman's male partner 
how to support her to adopt 
-Men’s wish to 
be there for their 








comfortable positions during 
labour. 
love and provide 















Q2.4.7. It is feasible for me to 
show the woman's male partner 
how to massage her during 
labour. 
-Men’s wish to 
be there for their 
partners to show 
love and provide 















Q2.4.8. It is feasible for me to 









their needs during their stay in 




wish to be there 
for their partners 
 
Inner context: 




Q2.4.9. It is feasible for me to ask 
the woman's male partner to 
leave the labour room if he 
becomes distressed. 
-Fear of seeing 
blood and 






receptive context  
Inner context: Values 
MPAC-QMS 
Q2.4.10. It is feasible for me to 
listen to the woman's male 
partner's concerns about the 
woman’s condition during 
childbirth. 
-Information  
about labour and 
birth before and 
during childbirth 
-Providers’ 
positive attitudes  
 
 Inner context: 
Knowledge and skills  
MPAC-QMS 
Q2.4.11. It is feasible for me to 
show the woman's male partner 








where to sit while staying in the 
labour ward. 
Q2.4.12. It is feasible for me to 
welcome the woman's male 
partner in the delivery room to 












Inner context: Values 
 
MPAC-QMS 
Q2.4.13. It is feasible for me to 
thank the woman's male partner 
for his efforts to be with the 
woman during childbirth. 
Providers’ 





Inner context: Values 
MPAC-QMS 
Background information Maternity unit 
background data 
1. Please tick from the two types 
of health facilities which one 
corresponds to your health 


















public facilities  
2. Your facility is registered in the 

















3. Number of staff working in the 
maternity unit par each set of 
professional. 






4. What is the bed capacity of 
your maternity ward? (Please 
report the number of the bed 
capacity in the labour and 
delivery wards) 








1. Please tick one name used to 
describe the facility you work for.  
 
(1. Public Health Centre 













3. Public Referral Hospital 
4. Private clinic or polyclinic 
5. Private Hospital) 
2. What is your age? 
18-24 years old 
25-34 years old 
35-44 years old 
45-54 years old 
55 years or older 
-  Inner context: Values MPAC-QMS  
3. To which gender do you most 
identify with? 
-  MPAC-QMS  
4. Which category best describes 







Other (Please specify)... 
- Inner context: Values  MPAC-QMS  
5. What is the highest level of 
education you have attained? 











 6. How long have you been 









with many years 


















Appendix 6.3: Invitation letter to participate in the study 
Dear Sir/Madam, 
Re: Invitation to participate in our study about male partners’ attendance at childbirth 
My name is Thierry Claudien. I am a lecturer at the University of Rwanda, College of Medicine and 
Health Sciences currently doing my PhD studies at the University of Dundee, School of Nursing and 
Health Sciences, Mother and Infant Research Unit. My PhD project is supervised by Dr. Nicola Gray, 
Prof. Alison McFadden, and Dr. Heather Whitford. 
I would like to invite your health facility to participate in questionnaire-based study which will be 
administered to the head of maternity units and staff in maternity. The study focuses on current 
practice, service level factors, and maternity staff views about the acceptability and feasibility of 
allowing fathers to attend childbirth in Rwandan health facilities. 
Very recently, the World Health Organisation (WHO) has released recommendations on respectful 
maternity; one of which calls for health facilities to grant the woman the right to choose a companion 
of her choice during labour/or and birth. I therefore want to find out how Rwandan health facilities’ 
practices and views about granting an expectant woman the right to choose a birth companion; more 
particularly the male partner if it is the woman’s choice. It is my expectation that the current study 
will influence policy and other interventions targeting the effective implementation of male partners’ 
attendance at labour and/or birth in Rwanda. 
If your facility is happy to take part in our study, you can confirm this by responding to this letter or 
by contacting at me via email: TCUhawenimana@dundee.ac.uk. You will also help me to put the 
announcement of this study in the staff room and on your facility’s notice board. Furthermore, I will 
be grateful if you would facilitate the head of maternity and staff in maternity services to meet me 
for data collection in your facility on …/…./2019. 
If I do not receive your feedback within one week, I will call or email you to follow up on this invitation 
and to confirm with you whether or not your facility is interested in the study.  
I am looking forward to your feedback and support in this research. 
Yours sincerely 




Appendix 6.10: Participant Information Sheet –Heads of Maternity Units 
Title of the project: Male partners’ attendance at childbirth in Rwandan health facilities: current 
practice, service level factors, and health providers’ views. 
 Invitation to participate in the study 
My name is Thierry Claudien. I am a PhD student at the University of Dundee, School of Nursing 
and Health Sciences, Mother and Infant Research Unit. My PhD project is supervised by Dr. 
Nicola Gray, Prof. Alison McFadden, and Dr. Heather Whitford. 
Purpose of the study 
The study seeks to collect preliminary data about the current practice, service level factors 
determining whether or not public and private Rwandan health facilities encourage male partners’ 
presence at labour and/or birth, and facilities’ readiness to facilitate male partners’ attendance at 
childbirth if it is the woman’s choice. This study applies a cross-sectional pilot study approach and 
it is going to be completed through an in-person administered questionnaire to the Heads of 
Maternity units from eight to twelve selected public and private health facilities in Kigali City.  
Why you have been chosen to participate in this study 
You have been selected to participate in this study because your experience in maternity care 
and your interactions with women and their families can contribute to understanding Rwandan 
health facilities’ current practice regarding the encouraging male partners’ attendance at 
childbirth, factors affecting male partners’ attendance at labour and/birth, and health facilities’ 
readiness to facilitate male partners’ attendance at childbirth.  
What is involved in participating? 
You are asked to either complete one paper-based questionnaire or answer the same 
questionnaire online. The questionnaire will take approximately 30 minutes to complete. 
Once you agree to take part in this study, you will be asked to read either a paper-based 
questionnaire or complete the same questionnaire online depending on your choice and report 




 Your health facility's current practice regarding birth companions, particularly male 
partners' attendance at childbirth 
 Some of the factors that affect your health facility’s encouragement of male 
partners' attendance at labour and/or birth. 
 Your health facility’s readiness to facilitate male partners' attendance at childbirth.    
If you agree to participate in this study, a data collection assistant will approach you to invite 
participate in the study by either completing a copy of the questionnaire or complete the same 
questionnaire online. If you choose to fill in a paper-based questionnaire, you will be given an 
envelope with the questionnaire and you will complete it yourself. The data collection assistants 
will come to collect it at the end of your shift on the same day of administration. If the service is 
busy and you do not have time to complete the questionnaire, data collection assistants will leave 
the copy with you and will return to collect it within two weeks.  Data collection assistants will 
collect the copies from you and hand them to the researcher (Thierry Claudien Uhawenimana). If 
you choose the online option to complete this questionnaire, you will be asked to provide your 
email address so that a link to the questionnaire can be sent to you. You will also be asked to 
provide your phone number to receive your mobile phone voucher. You will be given two weeks 
to complete the questionnaire. A reminder email will be sent five days before the deadline. If the 
number of questionnaires returned is small, the survey will be extended for one more week and 
a second reminder will be sent to participants to complete the survey.     
Reimbursement(s) 
We will give you a mobile phone top-up voucher of RWF 1, 500 (£1.40) to thank you for your 
participation in the study. The voucher will be given to you after you complete the questionnaire.  
This payment does not put any obligation or coercion on you to participate in this study. In 
addition, this payment does not withhold you your right to withdraw from this study whenever you 
wish.  




Your participation in this project is entirely voluntary. You are free to withdraw from the study at any time 
without informing the researcher and no sanctions will be applied to you if you choose to withdraw.  
Risks 
There are no risks or any harm in participating in this study. You are not obliged to answer any 
item from this survey. You can miss out any question that you do not wish to answer. 
Confidentiality and data management 
The responses you provide will be kept confidential. We will not share the information you provide 
to anyone outside the research team (Researcher and his supervisory team). The information you 
will provide will be kept private. Any information about your health facility will be anonymised. 
The information you provide will be stored securely at all times. 
Both electronic and physical copies of the data will not be shared with or given to anyone except 
the researcher’s supervisory team (Prof. Alison McFadden, Dr. Nicola Gray, and Dr. Heather 
Whitford). During this project, the responses from you will be used in accordance with the data 
protection policy of the University of Dundee, the University of Rwanda-College of Medicine and 
Health Sciences, and the CHUK. The information you will provide will be kept by the researcher 
for five years. 
Further information  
Any complaints regarding the nature or conduct of this research may be directed to the University 
of Dundee Research Ethics Convener, Dr. Beth Hannah at e.hannah@dundee.ac.uk. You can 
also contact the Chairperson of the CMHS-IRB at +250788490522 or the Deputy Chairman at 
+250783340040. 
The University Research Ethics Committee of the University of Dundee and the University of 
Rwanda-College of Medicine and Health Sciences Institutional Review Board have reviewed and 





Details of the research team 
Researcher 
Thierry Claudien UHAWENIMANA 
Contact details:  
TCUhawenimana@dundee.ac.uk 
Address when in Rwanda: University of Rwanda, College of Medicine and Health Sciences, 
Department of Midwifery, Remera Campus 
Supervisors 
Prof. Alison McFadden  
Dr. Nicola Gray 
Dr. Heather Whitford 






Consent to participate in the study 
I, ………………………………………………………….confirm that I have read the foregoing 
information about the study titled ‘Male partners’ attendance at childbirth in Rwandan health 




opportunity to ask questions about it and any questions that I have asked have been answered 
to my satisfaction. I understand that I can opt in to participate or to not participate in the study and 
I understand that I will not be paid to take part in this study. I consent voluntarily to participate as 
a participant in this research. 
      
Signature of Participant ___________________ 
Date ___________________________ 













Statement by the person taking consent 
I have accurately read out the information sheet to the potential participant, and to the best of my 




1. The participant will be given a copy of the questionnaire to fill in and return it on the same day 
of administration or within two weeks. 
2. The participant can choose to return the questionnaire using the online survey option. 
3. The participant can choose to not answer any question she feels sensitive to him or her. 
4. The participant may ask for any clarifications anytime she does not understand any information 
presented in the questionnaire.  
I confirm that the participant was given an opportunity to ask questions about the study, and all 
the questions asked by the participant have been answered correctly and to the best of my ability. 
I confirm that the individual has not been coerced into giving consent, and the consent has been 
given freely and voluntarily.  
   
 A copy of this Participant Information Sheet has been provided to the participant. 
 
Print Name of the person taking the consent________________________   
  
Signature of the person taking the consent__________________________ 
Date ___________________________    









Appendix 6.11: Participant Information Sheet –Maternity Staff 
Title of the project: Male partners’ attendance at childbirth in Rwandan health facilities: 
current practice, service level factors, and health providers’ views   
Invitation to participate in the study 
My name is Thierry Claudien. I am a PhD student at the University of Dundee, School of 
Nursing and Health Sciences, Mother and Infant Research Unit. My PhD project is 
supervised by Dr. Nicola Gray, Prof. Alison McFadden, and Dr. Heather Whitford. 
Purpose of the study 
This study seeks to obtain preliminary data about your practices, perceptions, and 
attitudes about the acceptability and feasibility of facilitating male partners to attend labour 
and/or birth in Rwandan health facilities if it is the woman’s choice.  
This study is a cross-sectional pilot study approach and it is going to be completed 
through an in-person administered questionnaire to maternity staff from eight to twelve 
selected public and private health facilities in Kigali City. The current study will be 
conducted within a period of eight weeks. 
Why you have been chosen to participate in this study 
You have been selected to participate in this study because we thought that with your 
experience in maternity care and your interactions with women and their families, you are 
in a position to report on maternity staff practices, perceptions, and attitudes held about 
the acceptability and feasibility of allowing male partners’ presence at labour and/or birth 
in Rwandan health facilities.  




You are asked to complete either a paper-based or online questionnaire.  The 
questionnaire will take approximately 40 minutes to complete. Your participation in this 
study will contribute to obtaining preliminary data about some perceptions and attitudes 
held about the acceptability and feasibility of male partners’ attendance at childbirth in 
Rwandan health facilities. Your participation will provide data about the extent to which 
maternity staff in Rwandan health facilities facilitate male partners’ attendance at labour 
and/or birth if it is the woman’s choice. 
Once you agree to take part in this study, you will be asked to read either a physical copy 
of the questionnaire or complete the same questionnaire online depending on your choice 
and report about the following: 
 What you do to encourage and support male partners when they attend labour 
and/or birth.  
 Your views and perceptions of male partners' attendance at childbirth. 
 Your views about the acceptability of male partners' attendance at childbirth; and, 
 Your views about the feasibility of facilitating male partners' attendance at 
childbirth.  
If you agree to participate in this study, a data collection assistant will approach you to 
invite you to participate in the study by completing a paper or online questionnaire. If you 
choose to fill in a paper-based questionnaire, you will be given an envelope with the 
questionnaire and you will complete it yourself. The data collection assistants will come 
to collect it from you at the end of your shift on the same day of administration. If the 
service is busy and you do not have time to complete the questionnaire, data collection 
assistants will leave the copy with you and will return to collect it from you within two 
weeks.  Data collection assistants will collect the copies from you and hand them to the 




online, you will be asked to provide your email address so that a link to the questionnaire 
can be sent to you. You will also be asked to provide your phone number to receive your 
mobile voucher. You will be given two weeks to complete the questionnaire. A reminder 
email will be sent five days before the deadline. If the number of questionnaires returned 
is small, the survey will be extended for one more week and a second reminder will be 
sent to participants to complete the survey. 
Reimbursement(s) 
We will give you a mobile phone top-up voucher of RWF 1, 500(£1.40) to thank you for 
your participation in the study. The voucher will be given to you after you complete the 
questionnaire. This payment does not put any obligation or coercion on you to participate 
in this study. In addition, this payment does not withhold you your right to withdraw from 
this study whenever you wish.  
Terms for withdrawal 
Your participation in this project is entirely voluntary. You are free to withdraw from the 
study at any time without informing the researcher and no sanctions will be applied to you 
if you choose to withdraw.  
Risks 
There are no risks or any harm in participating in this study. You are not obliged to answer 
all items in this survey. You can miss out any question that you do not wish to answer. 
Confidentiality and data management 
The responses you provide will be kept confidential. We will not share the information you 
provide to anyone outside the research team (Researcher and his supervisory team). The 





The information you provide will be stored securely at all times. 
Both electronic and physical copies of the data will not be shared with or given to anyone 
except the researcher’s supervisory team (Prof. Alison McFadden, Dr. Nicola Gray, and 
Dr. Heather Whitford). During this project, the responses from you will be used in 
accordance with the data protection policy of the University of Dundee and the University 
of Rwanda-College of Medicine and Health Sciences. The information you will provide 
will be kept by the researcher for five years. 
Further information  
Any complaints regarding the nature or conduct of this research may be directed to the 
University of Dundee Research Ethics Convener, Dr. Beth Hannah at 
e.hannah@dundee.ac.uk. You can also contact the Chairperson of the CMHS-IRB at 
+250788490522 or the Deputy Chairman at +250783340040. 
 
The University Research Ethics Committee of the University of Dundee and the University 
of Rwanda-College of Medicine and Health Sciences Institutional Review Board have 
reviewed and approved this research study. 
Details of the research team 
Researcher 
Thierry Claudien UHAWENIMANA 
Contact details:  
TCUhawenimana@dundee.ac.uk 
Address when in Rwanda: University of Rwanda, College of Medicine and Health 





Prof. Alison McFadden  
Dr. Nicola Gray 
Dr. Heather Whitford 




Consent to participate in the study 
I, ………………………………………………………….confirm that I have read the foregoing information 
about the study titled ‘Male partners’ attendance at childbirth in Rwandan health facilities: Current 
practice, service level factors, and health providers’ views’. I have had the opportunity to ask questions 
about it and any questions that I have asked have been answered to my satisfaction. I understand that 
I can opt in to participate or to not participate in the study and I understand that I will not be paid to take 
part in this study. I consent voluntarily to participate as a participant in this research. 
      
Signature of Participant ___________________ 
Date ___________________________ 























Statement by the person taking consent 
I have accurately read out the information sheet to the potential participant, and to the best of my ability 
made sure that the participant understands that the following will be done: 
1. The participant will be given a copy of the questionnaire to fill in and return it on the same day of 
administration or within two weeks. 
2. The participant can choose to return the questionnaire using the online survey option. 
3. The participant can choose to not answer any question she feels sensitive to him or her. 
4. The participant may ask for any clarifications anytime she does not understand any information 
presented in the questionnaire.  
I confirm that the participant was given an opportunity to ask questions about the study, and all 
the questions asked by the participant have been answered correctly and to the best of my ability. I 
confirm that the individual has not been coerced into giving consent, and the consent has been given 
freely and voluntarily.  
 A copy of this Participant Information Sheet has been provided to the participant. 
Print Name of the person taking the consent________________________     
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